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Facts and Fallacies on Industrial Poisoning 


CLINTON H. THIENES, M.D., Ph.D., Pasadena 


THE DIAGNOsIs of industrial poisoning as a cause of 
disease is frequently erroneously made and is in part 
responsible for much misunderstanding and for high 
insurance rates. Chemicals are becoming increas- 
ingly important as occupational hazards, new ones 
are being added each year and the literature is be- 
coming so voluminous that it is difficult even for 
toxicologists to keep up with information on new 
compounds or with new information about old com- 
pounds. Fortunately, most of the new industrial 
chemicals are used in a limited number of indus- 
tries and in industries where an industrial physician 
or an industrial hygienist is employed. Therefore, a 
general practitioner or internist or other specialist 
who is consulted by a worker, more often must con- 
sider one of the well known chemicals in differential 
diagnosis. I have, therefore, chosen for discussion 
some industrial poisons, whose names and general 
properties are familiar to most physicians, but which 
have been associated with mistaken diagnosis of in- 
dustrial poisoning. Concentration-effect relations of 
some of them are shown in Table 1. 


METHYL BROMIDE 


Methyl bromide is used as a fumigant for fruit 
and nuts to kill eggs and larvae. When it was first 
used its toxicity was known to experts but appar- 
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e@ Misdiagnosis of diseases as due to industrial 
poisoning leads to much misunderstanding, 
higher taxes and insurance rates and “compen- 
sation neuroses.” It is important to know the 
concentration of the suspected poison and its 
specific effects in order to logically indict it as 
the cause of illness. Examples discussed to illus- 
trate some of the pitfalls of diagnosis in indus- 
trial medicine are methylbromide, carbon mon- 
oxide, ozone, oxides of nitrogen and of sulfur, 
hydrogen sulfide, benzene analogs, boron and 
fluorides. 


ently not to distributors or users. Hence a number 
of workers were seriously poisoned. It is a mild local 
irritant, similar to other halogenated hydrocar- 
bons. It is a central nervous system depressant, 
causing symptoms similar to alcohol intoxication, 
but differing from alcohol in that but a few expos- 
ures may produce degenerative changes in the cen- 
tral nervous system. It may also cause degenerative 


TABLE 1.—Accepted and Effective Concentrations of Poisonous 
Gases (Parts per Million) 





Maxi- Mini- 
mum mum Pro- 
Accepted Symp- nounced 
Concen- toms Symptoms 
tration (Acute) (Acute) 


1 2-3 
Sulfur dioxide : 5 10 
Hydrogen cyanide.. 10 20 30 
Nitrogen dioxide . 5-10 30 100 
Hydrogen sulfide .. 20 ai 50 
Benzene ‘ 500 1500 

300 (chronic) 

Carbon monoxide.. 100 400 1000 








changes in the liver. A man was exposed to methyl 
bromide momentarily when a stream of the gas, or 
perhaps even of liquid methyl bromide escaped from 
a tank and impinged upon the back of his hand. 
There was no evident local irritation, aside from 
redness lasting a few hours. Some weeks later he 
noticed weakness of the hand and arm, with muscle 
atrophy, and the physician, following post hoc ergo 
propter hoc reasoning, stated that the muscular 
atrophy was secondary to peripheral nerve degen- 
eration caused by the exposure of the hand to methyl 
bromide. There is no scientific evidence that injury 
of this type could have occurred from local contact. 
The only liquid which causes degenerative changes 
in nerves underlying an area of local cutaneous con- 
tact is carbon disulfide, and this involves only cu- 
taneous sensory nerves. This misdiagnosis resulted 
in several hearings before a referee of the Industrial 
Accident Commission, with all the associated cost of 
time and money. A quick review by the physician of 
a single U. S. Public Health Bulletin on the sub- 
ject"! or of Johnstone’s paper* would have avoided 
this mistake. 


CARBON MONOXIDE 


The chief cause of death by poisoning in the 
United States is carbon monoxide. Few such cases 
are strictly occupational in origin; most are either 
suicidal or due to defective heating equipment. How- 
ever, the hazard of carbon monoxide poisoning in 
industry is much more widespread than is generally 
known; it exists whenever carbonaceous matter is 
heated. It extends through many industries and in 
one survey it was shown that out of 150,000 work- 
ers, 21,840 were exposed to carbon monoxide.'? A 
toxicologist’s opinion is occasionally asked in a situ- 
ation in which a person is found dead in a tightly 
closed room wherein a gas heater is found turned on 
but not burning. In most instances the body has 
been embalmed or cremated before the toxicologist 
is consulted. Embalming destroys carbonyl hemo- 
globin which would be the ordinary clue to carbon 
monoxide poisoning. Even if artificial gas, contain- 
ing carbon monoxide, is involved, it is sometimes 
argued that the death might not have been due to 
the contained carbon monoxide, but rather to as- 
phyxia due to exhaustion of the oxygen of the air. 
Assume a room 8 by 10 by 20 feet. This represents 
a volume of 1,600 cubic feet or 43,200 liters of air 
containing 8,640 liters of oxygen. At perfect com- 
bustion, 8,640 liters of oxygen will burn 4,320 liters 
of methane (natural gas), according to the reaction 

CH, + 20, > CO, + 2H,0. 
This reaction would require 18 hours for all the oxy- 
gen to be used up, with the methane flowing at 4 
liters per minute. Such a condition is never met, for 
as oxygen concentration in the air is reduced, the 
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SPEEDO OF SATURATION OF HEMOGLOBIN 
WITH DIFFERENT CONCENTRATIONS OF CO. 
(HANNE, 1935) 
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Chart 1.—Effect of exposure time and of concentration 


of inhaled carbon monoxide on degree of saturation of 
hemoglobin (From von Oettingen!?). 


efficiency of the reaction goes down and CO would 
be formed. When the oxygen falls sufficiently the 
fire goes out. If there were perfect ventilation of 
the heater, so that all the formed carbon monoxide 
would go up the flue, it is conceivable that a person 
in the room might die of simple hypoxia when the 
oxygen of the air falls below 10 per cent. Such a sit- 
uation would be quite rare. In most cases of death 
due to gas heaters, the cause is carbon monoxide 
poisoning. If 10 per cent of the methane were to 
be changed to carbon monoxide it would require 
about three hours for the concentration in a room 
8 by 10 by 20 feet to reach 2,000 parts per million 
(p.p.m.) which is the concentration causing death 
when respired for one hour (see Chart 1). 


Although at high concentrations carbon monoxide 
is an enzyme poison, there is rarely, if ever, a case 
of poisoning that is not due solely to hypoxia of tis- 
sues resulting from combination of carbon monox- 
ide with hemoglobin. The tendency of carbon mon- 
oxide to combine with hemoglobin is variously cal- 
culated to be from 200 to 300 times that of oxygen. 
Hence, at a concentration of one-tenth volume per 
cent (1,000 p.p.m.) carbon monoxide in air, the 
hemoglobin would be half saturated with carbon 
monoxide within about three hours (Chart 1). 
Death occurs at from 50 to 70 per cent saturation, 
depending on the health of the person exposed. 


Treatment. Since carbon monoxide hemoglobin 
is formed by displacement of oxygen from oxyhemo- 
globin by a reversible reaction, the reaction may be 
reversed by removing the victim from the contami- 
nated atmosphere and administering a high oxygen 
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Chart 2.—Degree of depression of weight gain of young 
rats by constant ozone concentrations at different lengths 
of daily exposure time (From Mittler6. (PPM = parts per 
million.) *Difference between weight gain of control rats 
and weight gain of exposed rats. 


concentration. The reaction can be hastened by re- 
ducing the pH of the blood; hence 7 to 10 per cent 
of carbon dioxide in the respired mixture is of value. 

Occasionally, and for a reason not known, some 
victims of severe carbon monoxide poisoning do not 
regain consciousness when the carbon monoxide of 
the blood falls to an insignificant concentration. 
Some of these patients can be aroused by adminis- 
tering procaine hydrochloride by intravenous drip. 


OZONE 


Ozone poisoning has become a subject of renewed 
interest because of the recent increase in concentra- 
tion of it in city air, the high content of it in the 
atmosphere at high altitudes now being explored by 
man, and the generation of the gas during the use 
of electrical welding apparatus. As Haagen-Smit so 
well demonstrated® the nitrogen dioxide and hydro- 
carbons of automobile exhausts react to form ozone 
in the presence of sunlight. Between the hours of 10 
a.m. and 3 p.m. the ozone concentration often 
reaches 0.2 to 0.3 parts per million (p.p.m.) for 
periods of from two to four hours. Several times a 
year 0.5 p.p.m. is reached in the Los Angeles atmos- 
phere, and this is the signal for the “first alert” by 
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OZONE CONCENTRATION, PPM 


Chart 3.—Degree of depression of weight gain of young 
rats by different concentrations of ozone for different 
durations of daily exposure during four weeks (From 
Mittler6). (PPM = parts per million.) *Difference be- 
tween weight gain of control rats and weight gain of ex- 
posed rats. 


the Air Pollution Control District; at least once, the 
content rose to 0.9 p.p.m. for a few minutes. Rarely 
does a concentration of 0.5 p.p.m. or higher last 
more than two hours. Present information indicates 
that except for exposures of longer than four hours, 
these concentrations are harmless; but concentra- 
tions above 1 p.p.m. inhaled for more than four 
hours are probably hazardous. Animal experiments 
by Stokinger® and by Mittler® and co-workers 
showed that whereas | p.p.m. for four hours causes 
no observable harm in animals at rest, it may cause 
death when animals are moderately exercised. Mit- 
tler also reported that there is no influence on 
growth of animals that are exposed to 1 p.p.m. daily 
for less than four hours a day. Human subjects ex- 
posed to 1 p.p.m. at rest showed no evidence of in- 
jury, but at 2 p.p.m. there was definite evidence of 
decreased pulmonary efficiency. At 8 p.p.m. for one 
hour, there was a loss of 45 per cent of lung ca- 
pacity.® 

The importance of ozone to aviation arises from 
the fact that at altitudes of 25,000 to 40,000 feet 
there is a stratum of ozone of such concentration 
that when the air is compressed to atmospheric 
pressure corresponding to 8,000 feet elevation, the 
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ozone concentration is 1 to 2 p.p.m. and occasionally 
it has been shown to be as high as 4 p.p.m.? 

In electric welding, ozone is produced in gas- 
shielded procedures'; the concentration is greater 
(up to 35 p.p.m.) two feet from the arc than at six 
inches. 


OXIDES OF NITROGEN 


The irritant oxides of nitrogen, especially nitro- 
gen dioxide (NO,) are liberated during gas-shielded 
electric arc welding and when organic nitrogenous 
materials are heated. Fires in chemical laboratories 
often result in breaking of bottles of nitric acid, 
with liberation of nitrogen dioxide from the heated 
liquid. Proof that “silo disease” is due to oxides of 
nitrogen is still lacking, but the evidence is strongly 
convincing. The fatal concentration is 150 to 200 
p-p-m. if breathed for an hour; 30 p.p.m. will pro- 
duce symptoms and 5 to 10 p.p.m. is considered safe 
for an eight hour working day. At a distance of six 
inches from the welding field the concentration may 
reach 30 p.p.m. but at two feet it is rarely 1 p.p.m. 
Los Angeles air contains at most 0.5 p.p.m. and the 
peak concentration on most days rarely is above 
0.25 p.p.m. 

The harmful effects of the oxides of nitrogen are 
similar to those of ozone, but except at fatal concen- 
trations, symptoms and signs are delayed for several 
hours, whereas with ozone the effects may be noted 
almost at once. The chief effects are upon the pul- 
monary epithelium, with ensuing edema and even 
hemorrhage; this is followed by fibrotic changes 
which develop to the point of respiratory embar- 
rassment in three to eight weeks.® Such fibrosis can 
probably be ameliorated or prevented by adminis- 
tration of meticorten. 


OXIDES OF SULFUR 


Oxides of sulfur (SO, and SO;) were implicated 
in the recent London fog disasters, but concentra- 
tions have been so low as to cast doubt on their im- 
portance. Los Angeles air contains from 0.05 to 0.25 
p-p-m. whereas the accepted safe limit for an eight- 
hour working day is 5 p.p.m. A point that must be 
considered in relation to the London fogs is the pos- 
sibility of condensation of the irritant materials on 
the dust and in the water droplets, thus raising the 
concentration at points of contact with the respira- 
tory mucosa.” 

Asthmatic attacks in susceptible persons can be 
initiated at a concentration little above that which 
can be detected by smell (6 to 8 p.p.m.). Such 
asthmatic attacks can persist for several days after 
exposure is ended. There is no evidence that perma- 
nent or even prolonged injury to the respiratory 
tract occurs. 
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HYDROGEN SULFIDE 


Another gas that irritates the eyes and respira- 
tory tract is hydrogen sulfide, often associated with 
the petroleum industry. Lachrymation and coughing 
occur, and, with prolonged inhalation, pulmonary 
edema may be followed by pneumonia. Most cases 
of poisoning, however, are due to a systemic enzyme- 
inhibiting effect, with headache, vertigo, muscular 
weakness and early respiratory stimulation (carotid 
body reflex) followed by respiratory depression. 
Chronic exposure often leads to skin eruptions.!° 


BENZENE, TOLUENE, XYLENE 


Toluene and xylene are extensively used in indus- 
try for cleaning oily metal surfaces and as paint 
thinners. Benzene (not to be confused with the ali- 
phatic mixture, benzine) is now rarely used except 
in certain chemical industries. All three are central 
nervous system depressants; benzene is also a car- 
diac depressant and sensitizes the heart muscle to 
epinephrine as does chloroform or cyclopropane.® 
Hence, in acute exposure, death may be due to res- 
piratory depression, or, if there is undue effort or 
excitement, to ventricular fibrillation. 

Chronic exposure to benzene, as is well known, 
results in leukopenia, or pancytopenia. It is still con- 
troversial whether pure toluene or xylene cause such 
bone marrow injury. Formerly this was more an 
academic question than a practical one, for most 
commercial samples of either contained considerable 
benzene. Today, however, toluene and xylene con- 
tain little benzene and the amounts of benzene vola- 
tilized are too small to be a hazard. Furthermore, the 
occurrence of anemia or leukopenia following or 
during chronic exposure to toluene or xylene is 
rarely if ever seen today. 

Toluene, except in excessively high concentra- 
tions, is not an irritant, and the cause of cough as- 
sociated with its use must be sought elsewhere. 


MINERAL POISONS 


Finally, I wish to mention a case in which a diag- 
nosis of borate and fluoride poisoning was made. 
The patient had anorexia, nausea, vomiting, tremor, 
palpitation and edema of the ankles. She had been 
exposed to dust which she had been led to believe 
contained both borate and fluoride. She reported 
this to her physician, emphasizing borate, and he 
diagnosed her condition as due to boron poisoning, 
since a specimen of urine was shown qualitatively to 
contain boron. I saw the patient months later, at a 
time when she had apparently recovered, and was in- 
clined to diagnose the reported symptoms as due to 
fluoride, for they were similar to those seen in 
chronic fluoride poisoning. However, an analysis of 
a sample of the source of the dust, and an analysis 
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of a specimen of urine which the patient said she 
had kept since her illness, failed to show the pres- 
ence of fluoride. The dust had about 18 per cent of 
borate but no fluoride, and the urine contained only 
a few milligrams of boron. Since persons may ex- 
crete 300 mg. or more of borate daily without man- 
ifesting intoxication, the symptoms in this case were 
probably not due to boron or to anything associated 
with the patient’s occupation. 


CONCLUSIONS 


Physicians should be slow to diagnose a condition 
as due to exposure to an industrial poison. This ap- 
plies especially to conditions with symptoms extend- 
ing over a period of several months. Since the aver- 
age physician rarely sees a case of industrial poison- 
ing, he should at least consult up-to-date textbooks 
or monographs before making the diagnosis. An in- 
correct diagnosis as to cause of illness may be not 
only expensive in time, insurance premium costs and 
taxes, but may contribute to ill-will and to “compen- 
sation neurosis.” Where carelessness, ignorance or 
sheer neglect on the part of management result in an 
industrial accident, the unfortunate worker’s rights 
should be vigorously supported by his physician. 


734 Fairmount Avenue, Pasadena. 
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Genitourinary Symptoms in Industrial Medicine 


JAY J. CRANE, M.D., Los Angeles 


THE AVERAGE PERSON is inclined to associate abnor- 
malities and diseases of the genitourinary tract with 
trauma, whether or not a compensable claim is in the 
offing. 

Where there is doubt as to the existence of a 
casual relationship or connection between an injury 
and the development of symptoms, a chronological 
evaluation of the history of injury, symptoms, and 
time interval will materially aid in determining rela- 
tionship. 

Trauma may call attention to a preexisting patho- 
logical process and in no way be scientifically re- 
lated. 

When a pathological process antedating a trau- 
matic incident suddenly causes symptoms, an opin- 
ion of relationship based solely upon history of in- 
jury is obviously inaccurate. An example is the for- 
tuitous finding of a testicular tumor in the course of 
a routine physical examination or following trauma. 

When a malignant disease and a history of injury 
coexist and the question of relationship arises, the 
inherent metastatic ability of neoplastic tissue and 
the inevitable, unpredictable complications develop- 
ing in the course of the disease must be taken into 
consideration. The causes of cancer are not known 
and it is entirely misleading to list trauma as of etio- 
logic significance. 

Tuberculosis of the urinary tract is almost always 
a hematogenous infection. Ascending infection by 
way of the anterior urethra and from the genital or- 
gans has been generally discounted as a source of 
tuberculous infection of the kidney. The common 
primary foci are the lungs, bronchial lymph nodes 
or intestinal tract, although lesions there may not be 
demonstrable and may have never produced recog- 
nizable symptoms. Tuberculosis of the kidney, epi- 
didymis, prostate or bladder would not be consid- 
ered as a primary foci in the body, or as related to 
trauma, simply because there is no demonstrable evi- 
dence of primary foci elsewhere. 


Before trauma can be considered as having influ- 
enced a tuberculous infection in the genitourinary 
tract, a direct injury must have occurred to the focus 
of infection, of such magnitude as to be readily de- 
monstrable. 


From the Department of Urology, University of Southern California. 
Presented before a Joint Meeting of the Sections on General Prac- 
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e It is important when considering the existence 
of a casual relationship or connection between 
injury or trauma and a disease process involv- 
ing the genitourinary tract that an accurate and 
scientific diagnosis be made and that the authen- 
ticity and adequacy of the injury be established 
by objective evidence. Often it is impossible to 
adduce any evidence to support a supposition of 
relationship. 


Urinary lithiasis produces one of the major prob- 
lems in industrial urological medicine by virtue of 
the frequent incidence, the many factors responsible 
for stone formation, and the difficulty in determining 
the time interval between the formation of a calcu- 
lus and the development of clinical symptoms. 

Primary calculi in the ureter are rare. Most cal- 
culi originate in the kidney and about a fourth of 
them are passed spontaneously, without instrumen- 
tation, from muscular contraction of the pelvis and 
ureter, which causes pain in the lumbar region of 
varying degrees of severity. 

In most instances it is impossible to identify the 
exact cause of any particular calculus. It is certain 
that stasis and stagnation of urine, augmented by 
infection, bring about precipitation of urinary salts, 
which is the initial stage in the formation of a cal- 
culus. 

There is no question as to the casual connection 
or relationship to development of calculi when the 
patient remains recumbent and immobilized for pro- 
longed periods for any cause, but especially frac- 
tures. Early, complete study of the urinary tract of a 
patient who must be recumbent, including excretory 
intravenous urograms and examinations and cul- 
tures of the urine (with sensitivity tests of organ- 
isms) will save many a kidney. 

In the absence of recumbency and immobilization, 
and in the absence of objective evidence of severe 
injury, producing stasis, stagnation, infection, and 
blood clots or foreign bodies within the urinary tract, 
it is erroneous to assume that trauma alone is a 
causative factor in urolithiasis, and it is erroneous 
to assume that trauma was the approximate aggra- 
vating cause of the passage of a small calculus from 
the kidney into the ureter. 

Injuries of the kidney are uncommon. Usually 
when they do occur they are a result of direct vio- 
lence. A normally situated kidney is protected by 
virtue of its mobility and its anatomical position. In- 
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direct injury or rupture of the kidney occurs prin- 
cipally where there exists a preexistent unsuspected 
kidney lesion, such as polycystic disease, calculus, 
tuberculosis or neoplasm. The symptoms of kidney 
injury are shock (which does not necessarily parallel 
the extent of the injury), pain in the flank, gross or 
microscopic hematuria and reflex anuria, even in 
unilateral renal injury. A cystoscopic examination 
with retrograde pyelograms may be required for an 
absolute diagnosis; even so, it is advisable to ini- 
tiate excretory intravenous pyelography early when 
an injury of the kidney is suspected. 

Nephroptosis, or floating kidney, is in some in- 
stances alleged to be due to injuries or trauma of 
various types and severity. This asymptomatic con- 
dition is frequently associated with generalized 
visceroptosis, without the history of injury being 
elicited. Abnormal mobility of the kidney occurs in 
more women than men, and is often associated with 
general visceroptosis. The normal range of mobility 
of the kidney in women is 1.5 to 5'cm.; in men, 
about half that. The right kidney is affected more 
often than the left, and both kidneys more often than 
the left kidney alone. 

The symptoms attributed to a floating kidney are 
many. The most constant is pain, of an aching or 
colicky type. Nephroptosis associated with general 
visceroptosis is often present in neurotic persons— 
with a multiplicity of symptoms, due to the neurosis. 
A movable kidney does not differ in any way from 
the normal kidney until complications arise. Excur- 
sion of the normal kidney is limited chiefly by the 
blood vessels of the renal pedicle and the renal 
fascia, which attaches the kidney to the diaphragm, 
spine, large vessels, to other abdominal viscera and 
the perirenal fat. 

It is illogical to assume that trauma is a causative 
factor in elongation of the renal vessels and the 
looseness of fascial attachments, thus permitting a 
kidney to migrate and rotate below its normal limits, 
and be classified clinically and intrinsically as a 
floating kidney. 

Severe traumatic injuries of the bladder, urethra, 
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seminal vesicles and prostate are commonly associ- 
ated with fractures of the pelvis, especially of the 
pubic and ischial rami and the ischial tuberosities. 
Simple contusion of a normal prostate occurs only 
when associated with severe injuries to adjacent 
structures. Disease of the prostate is on occasions 
alleged to be due to or aggravated by trauma, with- 
out injury to adjacent structures. The frequency of 
history of associated trauma among patients with 
prostatitis and benign and malignant prostatic 
changes does not seem to be high enough to be any- 
thing but incidental. 

Direct traumatic epididymo-orchitis is not fre- 
quently observed, and the clinical characteristics dif- 
fer widely from the history and symptoms of the 
so-calied indirect epididymo-orchitis, alleged to be 
due to trauma or strains, which is frequently seen 
and which closely resembles, in symptomatology and 
clinical course, acute nonspecific, pyogenic epididy- 
mitis. I am entirely convinced that the indirect 
trauma of muscular strain or minor injuries does 
not cause epididymitis. Such incidents merely 
draw attention to an already existing inflammatory 
process. 

Vaginalitis is bacterial inflammation of the tunica 
vaginalis testis. Such.an inflammatory process usu- 
ally produces clinically a hydrocele, a circumscribed 
collection of fluid in the tunica vaginalis of the tes- 
ticle, or along the spermatic cord, and is frequently 
associated with epididymitis, and rarely with or- 
chitis. 

Idiopathic hydrocele is a common clinical diag- 
nosis and frequently the lesion is attributed to 
trauma. Careful study will invariably disclose such 
a lesion to be due to infection spreading from an 
associated inflammatory process of the epididymis, 
spermatic cord, prostate and seminal vesicle, and not 
related to trauma. Hydroceles transmit light. 

Hematocele is an effusion of blood into the tunica 
vaginalis, associated with known trauma, the rapid 
development of a scrotal tumor, and ecchymosis of 
the scrotal skin. Hematoceles do not transmit light. 

1801 Wilshire Blvd., Los Angeles 57. 





Industrial Injuries of Farm Workers 


AGRICULTURAL WORK involves many different kinds 
of activity, from driving large implements such as 
harvesters and land levelers to removing the pits 
from peaches and apricots for drying. It is difficult 
to find adequate numbers of workers for this sea- 
sonal work, more difficult yet to find workers who 
are physically fit to do it. Hence, persons with poor 
health, physical handicaps and unstable personalities 
are often hired—the employer well knowing that the 
employee is a poor risk for the work involved. Much 
of the work in agriculture has to be done on large 
sections of land in a short time. Soil must be worked 
when it is ready, planting done when soil and season 
are right, and many crops have to be harvested and 
shipped within a span of a few days. In such exigen- 
cies, almost any worker obtainable must be hired. 
This presents a problem peculiar to work of this type 
as compared with the factory, where the employment 
is steady, there is little turn-over in personnel and 
each worker is trained to do his particular job effi- 
ciently and safely. 

By and large a farm worker is hired for almost 
any kind of work without physical evaluation. His 
accident rate is high, his efficiency is low, and he 
loses a good deal of time from work because of sick- 
ness and accident. Therefore, the employer has a 
very high rate to pay for insurance for the worker’s 
care and his own legal protection in case of injury. 

Many accidents are attributable to a preexisting 
disability of the worker. Farm laborers are usually 
poor, not only in money but in spirit. They work 
without proper rest and nourishment. Owing to poor 
living conditions and lack of permanent home, there 
is insecurity and unrest among the members of the 
family. Many are ignorant about health principles, 
and all too many are habitual users of alcoholic bev- 
erages, which keeps them poor, lacking in coordina- 
tion on the job, and undependable. 

Some labor contractors provide camps for the 
workers with facilities for bathing and laundering. 
Other workers have no provision at all for personal 
cleanliness. I have seen husband, wife and one or 
two children sleeping night after night in an auto- 
mobile and eating from a grocery bag. Some spread 
a canvas under the trees with only an old mattress 
for their bedding. Old sheds, pump-houses and barns 
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e Most industrial employees receive physical ex- 
aminations to evaluate their physical fitness in re- 
lation to their work. The farm worker is neglected 
in this matter, in that he is hired for almost any 
type of work without physical evaluation. As a 
result, his accident rate is high. His efficiency at 
his work is low. His time loss from work because 
of sickness and accident is high, and the em- 
ployer pays a very high rate of insurance for the 
patient’s care and his own legal protection. 


Physical fitness cards should be carried by all 
farm laborers so that they would be put in prop- 
erly graded jobs. 


are likely to be dwelling places for migrant farm 
workers. Many of the farm laborers are recruited 
from the slums and “skid rows” of the towns and 
villages of the agricultural districts. A sizable pro- 
portion of the men recruited for farm work are 
suffering from the effects of the previous evening’s 
drinking and only go to work for an hour or two to 
get enough money to buy another bottle of wine. 

In California the cost of farm labor insurance to 
protect the employer and care for the employee is 
high. For agricultural field crop workers it is $4.26 
per hundred dollars of wages; for dairy farm work- 
ers, $3.21; for poultry workers, $2.82. By contrast, 
the cost is 9 cents per hundred dollars of salary for 
office workers. The only work classification with a 
higher rate is heavy construction work, with a pre- 
mium of $4.75 per hundred dollars of wage. 

Employers in businesses such as food processing, 
department stores and factories require physical ex- 
aminations of their employees before employment. 
This is to determine the physical fitness of persons 
hired and to make note of preexisting abnormalities. 
If it is necessary and advisable to have physical 
examinations for employees where the risk is so 
small, one would consider that it would be advisable 
and necessary to have a preemployment physical 
evaluation of workers where the risk is greater. 

It is not uncommon for an agricultural worker who 
is even slightly injured on the job to complain bit- 
terly and demand compensation for long periods. 
Often a preexisting condition is blamed on a work- 
connected injury. For example, the case of a 54-year- 
old woman, large and moderately obese, who, while 
picking peaches, fell from a ladder and landed with 
a picking-bucket under her side. She complained of 
abdominal pain and on examination was found to 
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have a large mass in the pelvis. The examining 
physician said the pain was owing to a fibroid 
uterus, not caused by the fall. The patient immedi- 
ately obtained a lawyer and consulted other physi- 
cians who also ascribed the pelvic mass to a fibroid 
uterus, but said it was possible that the fall might 
have caused hemorrhage to occur within the fibroid 
mass. After a hearing before the Industrial Accident 
Commission, it was decided that the insurance car- 
rier should finance the removal of the tumor to 
determine if hemorrhage had occurred in it. On 
operation only a large fibroid uterus was found. It 
was removed at the expense of the insurance com- 
pany and further compensation was denied. 

Preexisting conditions and disabilities often are 
contributory causes of accidental injury, as in the 
case of a 32-year-old wife of a farm worker, who 
fell from a ladder while picking peaches, landing in 
a jack-knife position and fracturing the second lum- 
bar vertebra. The patient had had a previous injury 
to the right knee and the patella had been removed. 
The joint was very unstable. It was the opinion of 
the examining physician that the condition of the 
knee was such that she could not keep her balance 
on a ladder. Inasmuch as she was hired and work- 
ing, the insurance company bore the expense of her 
disability and care. 

Many times a malingering worker will claim in- 
jury unjustly, usually near the close of the season, 
and the “disability” will usually continue until work 
is again available the following season. Evaluation 
of the patient’s subjective complaints in these cases 
is very important. To do so puts a considerable bur- 
den on the attending physician and the arbitration 
board and insurance carrier. To make record of 
associated and contributing conditions present in 
persons injured on the job, and also to have basis 
for more accurate evaluation of malingering, it 
would be advisable that physical examinations be 
carried out on all workers before they are permitted 
to do any kind of agricultural work. In determining 
the physical fitness of a worker, complete physical 
examination should be carried out—not merely the 
extremities and the easily accessible parts of the 
body. Careful history taking and examination of the 
back, including x-ray films, is advisable. Female 
workers should have preemployment examination 
for pelvic disorder. 

In 1955 there was a total of 15,810 farm injuries 
reported in California. Injuries to the back made up 
21.6 per cent of the total. Of the 3,226 back injuries 
2,593 were strains, sprains and dislocations, includ- 
ing injury to intervertebral discs; 67 were fractures; 
the rest were bruises and contusions. 

Most workers with strains and sprains gave a 
history of having had previous trouble and many 
are rather well versed in the vocabulary to use in 
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stating their complaints. Patients with real injuries 
are relatively easy to care for. It is the worker with 
subjective symptoms who arrives at a physician’s 
office supported by two or three fellow workers and 
there complains bitterly of pain in the back, who is 
difficult to cope with. In order to avoid pitfalls, such 
a patient must be examined in great detail. If no 
injury is noted and he is told he can go back to work 
in two or three days, he may go to another physi- 
cian, obtain a lawyer, and be scheduled for hearing 
before the Industrial Accident Commission. 

Dr. J. L. Barritt of the California Industrial Acci- 
dent Commission lists the following definitions of 
degrees of subjective symptoms. 

1. Minimal. Annoying to the patient but no 
handicap. 

2. Slight. Tolerated, but no handicap to work. 


3. Moderate. Tolerated, but pronounced handicap 
to the patient’s work. 


4, Severe. Any work at all will precipitate pain. 


One of the most frequent of severe injuries in 
orchard work is injury of the back, particularly a 
fracture or a sprain due to a fall from one of the 
three-legged ladders used for picking tree crops. The 
ladder itself is usually 12 to 14 feet in height and 
weighs 40 to 60 pounds. Skill has to be used in plac- 
ing this ladder, as it will easily tip and lean if one 
leg should sink in a soft place or a gopher hole. Skill 


- in balancing on the ladder must be acquired also. 


Many pickers are hired who have never handled a 
ladder or picked fruit before. Usually injuries re- 
sulting from a fall in which the patient lands on his 
buttocks or across his picking pail are compression 
fractures of the dorsal or lumbar vertebrae. The 
patient must then be treated in hospital for reduction 
of the fracture by hyperextension, and application 
of a body cast. Later a brace such as the Jewett or 
Taylor brace may be used. Lashier' expressed the 
opinion that a disability of one year should be ac- 
cepted as probable in all crushing fractures of the 
vertebral body. Some patients are inclined to have 
symptoms for a period of years. McBride said that 
in cases of cervical fractures the patient may be 
expected to resume work in 30 to 40 weeks and that 
for lumbar and dorsal fractures at least 42 weeks 
should be allowed and the patient should be returned 
to light work as soon as possible. 

Of 200 patients with back injuries who were ob- 
served by the author after one year, 83 had been 
disabled for one month, 25 for two months, 11 for 
three months, three for one year. In four cases no 
decision had yet been made as to status, and three 
failed to return for check-up. 

Considering the great advance that society is mak- 
ing in care of the needy, one cannot but look upon 
the migrant farm worker as a neglected member. 
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His work is very important to the agriculture of this 
state, and steps should be made for the improvement 
of his lot which will also improve the efficiency of 
the worker on our farms and orchards. Preexisting 
conditions should be corrected as far as possible. If 
the patient is unable to afford the necessary treat- 
ment—which is many times the case—then he should 
be referred to the county hospital for care. This 
sometimes poses a special problem, for a migrant 
worker may be in Stanislaus County when he needs 
care, yet be a bona fide resident of Tulare County. 
Certainly patients who live in several counties dur- 
ing the year should be eligible for care where they 
are living. 

Physical fitness cards should be carried by all 
farm laborers to keep them in a kind of work suited 
to their physical condition. This would tend to pre- 
vent injury, increase efficiency and lower the cost of 
the care and protection of workers, Physical evalua- 
tion should aim at the following points: 


For Your Patients— 


1. A measure of physical fitness of the individual 
to perform his duties without hazard to himself and 
others, 


2. Assist workers in improving and maintaining 


their health. 


3. Detect and correct the effects of poor living 


habits. 


4. Establish a record as to physical condition and 
preexisting defects, habits and deformities. 


5. Establish a record of accident proneness and 
offer steps toward solution. 


1937 Sequoia Street, Ceres. 
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Certainly, let’s talk about fees... 


In this day and age I think we all are faced with many similar financial problems. 
Though our incomes may be derived from different sources, our expenditures, for the 
most part, consist of food, clothing, shelter and other expenses including medical care. 

As your personal physician, you realize my income is solely from my fees; fees which 
I believe to be entirely reasonable. However, should you ever have any financial worries, 
I am most sincere when I say that I imvite you to discuss frankly with me any questions 
regarding my services or my fees. The best medical care is based on a friendly, mutual 


understanding between doctor and patient. 


message to all my patients. 1 mean it— 


You've probably noticed that I have a plaque in my office which carries this identical 


Sincerely, 


MESSAGE NO 3. Attractive, postcard-size leaflets, you to fill in signature. Available in any quan- 

tity, at no charge as another service to CMA members. Please order by Message Number from CMA, 

PR Department, 450 Sutter, San Francisco. (If you do not have the plaque mentioned in copy, let us 
know and it will be mailed to you.) 
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Hearing Conservation 


Industrial Aspects in California 


ARAM GLORIG, M.D., Los Angeles 


OF THE MANY ILLS that have beset mankind, few 
have been as seriously misunderstood as impaired 
hearing. Although loss of hearing has been known 
since the time of early recorded history, present 
knowledge of the disease before the sixteenth century 
is very incomplete; much of what is known today 
is indirect or has been inferred. 

The extent of hearing loss in our society may be 
estimated from the results of hearing surveys of 
school children and of the general population. Five 
to 10 per cent of the school children have sufficient 
hearing loss to be referred to an otologist; the Vet- 
erans Administration compensates 90,000 veterans 
for impaired hearing; nearly every state has at least 
one school for the deaf, with a total enrollment of 
over 100,000 students. A conservative estimate of 
the number of persons who require hearing amplifi- 
cation for effective communication is about 10 per 
cent of the total population of the United States, or 
some 17 million persons. Most persons are affected 
to some degree by hearing loss, in themselves or in a 
friend or relative. 

The particular need for conservation of hearing 
in environments of noise which might be considered 
contributory to hearing loss has been emphasized re- 
cently by decisions handed down by the compensation 
courts in several states. Such bodies in Wisconsin and 
New York, for example, have declared that “occupa- 
tional hearing loss” is compensable. In Wisconsin the 
law that governs payment of compensation for occu- 
pational hearing loss has been revised and extended. 
Such trends have aroused a new and vigorous inter- 
est in the problem of the relations of hearing loss 
to exposure to noise. It has long been known that 
extended exposure to many industrial noises will 
cause impairment of hearing. There are reports of 
noise-induced hearing loss dating as far back as 
1804, when Fosbrooke of England reported that 
blacksmiths as a group had impaired hearing. The 
modern blacksmith, the drop forge operator, is still 
a subject of concern in studies of noise-induced 
hearing loss. 


The author is Director of Research, Subcommittee on Noise in In- 
dustry of the Committee on Conservation of Hearing of the American 
Academy of Ophthalmology and Otolaryngology. 


Presented before the Section on Industrial Medicine and Surgery at 
the 86th Annual Session of the California Medical Association, Los 
Angeles, April 28 to May 1, 1957. 
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e Impaired hearing is a serious problem. The 
number of persons with a significant hearing loss 
has been estimated to be approximately 10 per 
cent of the population. 

Hearing loss owing to exposure to noise is be- 
coming an increasingly important disease. Al- 
though it has been recognized for more than a 
century, little if anything was done to prevent it 
until a few years ago. 

The initiation of hearing conservation for em- 
ployees has been undertaken by many of the 
large companies, particularly in California. 

Hearing conservation includes preemployment 
and follow-up hearing tests, control of noise at 
the source and personal protection (ear plugs, 
ear muffs). 

Noise-induced hearing loss is directly related 
to noise-exposure. Noise must be measured in 
terms of volume, wave length and length of ex- 
posure. Exposure must be analyzed for daily dis- 
tribution and total time. 

Although the noise-exposure problem is a seri- 
ous one, cooperation of employee, employer and 
the legal and medical professions to initiate pre- 
ventive programs can reduce it to a minimum. 


THE LEGAL HISTORY 


Although the medical history of noise-induced 
hearing loss is fairly clear and there is no doubt in 
the minds of anyone that hearing loss will result 
from noise-exposure, legally the problem is much 
more complex and not so clear. Terms such as 
disability and occupational disease when used in the 
legal sense have a meaning entirely different from 
the medical meaning. For example, the term dis- 
ability as used in the medical sense indicates a dys- 
function of some particular organ or impairment of 
a physiological process of the body. In the legal 
sense, disability may not mean the same. Within a 
legal framework loss of function or injury to the 
human body becomes a disability only if defined as 
such by law. This is true of the term occupational 
disease also. We may be correct in saying that a loss 
of function is occupationally induced, but legally 
that loss of function need not be an occupational 
disease. What might be classed as an occupational 
disease or a disability in one state will not necessar- 
ily be so classed in another. 

It is unquestioned that hearing loss reduces a 
man’s capacity to live a normal life, and in some 
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specific instances may reduce his earning capacity ; 
but if the legal criteria used in many states for estab- 
lishing disability are applied to noise-induced hear- 
ing loss, it is not a disability. There is no date of 
injury nor, in most cases, is there loss of wages. On 
the other hand, there is no question that hearing 
loss can be occupationally induced. 

A discussion of the legal aspects of disability 
would be incomplete without mention of the “com- 
pensation for wage loss” concept—the original in- 
tent of compensation laws. From the inception of 
workmen’s compensation laws in the decade between 
1910 and 1920 until the case in New York state in 
1948 there had been few departures from the wage 
loss concept. However, when the New York claimant 
received compensation with no date of injury and 
certainly no wage loss, it was evident that the wage 
loss concept was in for re-examination. Further, 
when the state of Wisconsin decided in favor of a 
claimant under similar conditions, serious doubt was 
cast on the use of loss of wages as a basis for estab- 
lishing compensation. Heretofore, this concept had 
acted as a brake which could be depended upon to 
limit compensation within reasonable bounds. With 
these interpretations, however, it appeared that in- 
dustry was in danger of serious financial embar- 
rassment were the wage loss concept completely 
abandoned. 


It is not our right as physicians to discuss dis- 
ability as defined on a legal basis, in contrast to 
social handicap which depends upon a man’s rela- 
tion to his total life. Much of what we might say 
could be biased. As physicians it is our duty to 
preserve man’s various functions and restore them 
whenever possible. As physicians we cannot and 
should not relate loss of function to dollars and 
cents. We must evaluate loss of function by the effect 
on the patient. On the other hand, we are members 
of the community and are in this capacity concerned 
also with loss of function as it affects the commu- 
nity. What the community can afford to pay for 
loss of bodily function and whether payment shall 
be based upon man’s relation to his industrial life 
or to his total life must be regulated by community 
opinion. As members of the community we might 
argue that compensation benefits must be based upon 
the opinions of the whole community, not only the 
industrial community. After all, the employee is a 
member of the industrial community for only a small 
part of his lifetime; but he remains a part of the total 
community for his entire life. As physicians, we must 
urge that the industrial community do everything pos- 
sible to preserve human functions. We should be im- 
partial in our decisions regarding all members of the 
industrial community, which includes employee and 
employer alike. Our concern is conservation, not 
compensation. Much of what we do will influence 
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the results of the application of compensation laws 
to employer and employee; but whether the laws are 
based on wage loss or social loss must be decided 
upon primarily by the total community. 

There are two principal variables in the industrial 
noise problem: Noise-exposure and noise-induced 
hearing loss. Noise-exposure has two principal di- 
mensions: Sound pressure level and time. The sound 
pressure is measured in decibels by a sound level 
meter. The distribution of the sound pressure as a 
function of frequency or pitch is measured at octave 
intervals in decibels with an octave band analyzer, 
which is a series of filters arranged to eliminate all 
frequencies except those in the octave band that is 
being measured. Exposure time should be thought 
of in terms of daily distribution and total lifetime 
duration. Both are important. Present evidence 
shows that interrupted exposure during a work day 
is not as hazardous as continuous exposure, even 
though the former may have considerably higher 
sound pressure levels. 


For purposes of conservation of hearing in indus- 
try, hearing is measured by pure tones in decibels. 
The pure tone tests are given with the use of an au- 
diometer. This instrument is designed to measure 
the auditory threshold at discrete frequencies 
throughout the central section of the audible spec- 
trum, which extends from 20 to 20,000 cycles per 
second, Most audiometers are calibrated to measure 
hearing loss at 250, 500, 1,000, 2,000, 3,000, 4,000, 
6,000, and 8,000 cycles per second in five-decibel 
steps. The decibel is a unit used to measure sound 
pressure level. It is a logarithmic expression of a 
power ratio. It is not a linear unit, but indicates 
increases from a reference point by a factor of 10. 
Sound pressure levels are usually related to 0.0002 
dynes per square centimeter—the least sound pres- 
sure the ear will respond to at 1,000 cycles per 
second, 

The effects of noise-exposure are usually divided 
into nonauditory and auditory effects. 

The nonauditory effects may be divided into those 
that modify communication by speech and those 
that cause changes in behavior. That excessive noise 
interferes with speech is readily apparent; but the 
behavioral effects are not so obvious. For example, 
noise is said to cause excessive fatigue, neurosis, 
sterility, “nervousness” and even insanity. In a 
review of the literature it is notable that almost any- 
thing can be ascribed to exposure to noise; but no 
one has presented any controlled data to substantiate 
any of the claims. There are so many other factors 
that are coexistent with noise that no valid conclu- 
sions can be drawn. It is quite clear, though, that 
in the majority of industrial situations exposure to 
noise is not a factor in behavioral upsets. 

The auditory effects of exposure to noise are well 
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known. Noise-exposure does have effect on the inner 
ear that brings about hearing loss of a type not 
amenable to treatment. The amount of exposure it 
takes to cause how much hearing loss in what person 
is not so easy to establish, however. 


There are many factors that make the answer to 
questions such as these very difficult to obtain. 


Amount of Noise-Exposure 


The combination of noise and exposure expresses 
an extremely important concept which physicians 
would do well to remember. Rarely does noise- 
induced hearing loss come about without long ex- 
posure. In general, the length of the exposure re- 
quired to bring about impairment of hearing is 
inversely proportionate to the amount of energy in 
the noise. To complicate this simple concept, how- 
ever, noises differ from each other and so do people. 
For example, the noise energy may be located in one 
or two bands of frequencies or may be distributed 
throughout eight or more bands of frequencies. To 
determine this, noise must be measured in two di- 
mensions—total energy and frequency characteris- 
tics. Further, the exposure may be distributed 
differently—time during a work day or total during 
a work life. Noise-induced hearing loss is a slowly 
progressive insidious process. Significant losses do 
not commonly occur as a result of a single or short 


term exposure unless the exposure is explosive in 
nature. : 


Susceptibility 


Most persons are susceptible to noise-induced 
hearing loss. Some few persons can take a lot of 
exposure to excessive noise without having signifi- 
cant hearing loss; on the other hand, a few will 
have considerably more loss than the average. My 
observation is that the number at either extreme is 
quite small. 


Definition of ‘“‘Hearing Loss” 


Strictly speaking, deviation toward an increase in 
the auditory threshold can be said to be a hearing 
loss. However, physicians are concerned principally 
with preventing significant hearing loss—loss that 
causes a handicap. The amount of hearing loss it 
takes to cause a handicap is significantly more than 
a mere increase in threshold above the zero on the 
audiometer. This zero, or average normal hearing 
reference, is a statistical average and, therefore, not 
a specific point on a scale. Any threshold that lies 
within 15 decibels of zero, above or below, can be 
said to be within normal limits. Loss of acuity 
greater than that represented by 15 decibels above 
zero can be considered a handicap. Now to define 
handicap. 
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The most important function of the ear in our 
society is to hear speech for communication pur- 
poses. Hence, it would be desirable to know how 
much noise-exposure is necessary to produce a hear- 
ing loss sufficiently great to cause a handicap for 
communication by speech in the average person. 

This question cannot be answered as yet; it is 
possible only to suggest tentative limits which will 
indicate when a noise-exposure may be potentially 
hazardous and necessitate hearing conservation 
measures. On this basis, | suggest that if a person 
is to be exposed continuously for several hours a 
day for many years to noise of 85 decibels or more 
in the 300 to 600 and 600 to 1,200 frequency bands, 
hearing conservation measures are in order. 

Hearing conservation programs should include: 
(1) A noise-exposure analysis, (2) control of noise- 
exposure, (3) the measurement of hearing. 

A noise-exposure analysis entails measuring the 
volume of noise, determining what portion of the 
volume is borne on the various wave lengths (fre- 
quencies), the distribution by time during the day 
(is it continuous or intermittent? ), and the total 
duration during a work-life. 

Control of noise-exposure may be accomplished 
by reducing the noise at the source and/or protect- 
ing the exposed person. Reducing the amount of 
noise at the source is an engineering job and, if 
feasible, is obviously the best solution. Usually, 
however, the most practical method of noise-exposure 
control is through personal protection. This may be 
accomplished by isolating the person in specially 
constructed booths, where possible, or, most practical 
of all, by promoting the use of ear-plugs or ear- 
muffs. As with every other personal protective de- 
vice, it is often difficult to get the worker to use 
protective equipment at first, but experience has 
shown that with a little effort and patience most 
employees will eventually wear ear protection faith- 
fully. Ear plugs or muffs rarely cause any difficulty 
and with reasonable care, may be worn continuously 
under any condition. 

The measurement of hearing is undoubtedly the 
most important part of a hearing conservation pro- 
gram. Without audiometric examination it is im- 
possible to evaluate the efficacy of the noise-exposure 
control methods. Pre-employment hearing tests 
should be given to every employee regardless of the 
nature of his prospective employment. Pre-employ- 
ment audiograms serve to establish the status of the 
employee’s hearing for use in case of medico-legal 
proceedings and act as a baseline for comparison 
with subsequent follow-up tests. Follow-up tests 
should be given periodically—at 90 days after start- 
ing work in a noisy area and then routinely once a 
year. These follow-up tests will monitor the efficacy 
of a hearing conservation program and indicate 


147 





whether the employee should be checked oftener as 
regards ear protection or in some cases indicate the 
need of a transfer into less noisy surroundings. 

Pre-placement audiograms require air conduc- 
tion threshold tests at 500, 1,000, 2,000, 3,000, 4,000, 
and 6,000 cycles per second. They may be given 
with a simple standard screening audiometer. Diag- 
nostic audiograms should not be a routine part of an 
industrial program. These should be made only on 
request and usually by or under the supervision of 
an otologist. Follow-up tests are given to detect 
changes from the original, or baseline audiogram. 
They may be done by simply screening with 20 deci- 
bels at 4,000 cycles per second. This single frequency 
screening serves for rapidly testing many employees 
in a short time. Research has shown that most noise- 
induced hearing loss occurs at 4,000 cycles per 
second. Surveys have proved that 99 per cent of 
employees will show more hearing loss at 4,000 
cycles per second than at any other frequency. The 
single frequency screening test has many advan- 
tages. (1) The equipment costs considerably less 
than other types; (2) screening at 4,000 cycles per 
second at 20 decibels may be done in ordinary quiet 
rooms. Sound-treated rooms such as those required 
for threshold tests are not necessary; (3) the test 
can be given in a few seconds; (4) there is no need 
for trained personnel. 

Many companies even in as enlightened a state 
as California are hesitant about initiating a hearing 


conservation program because of the fear of increas- 
ing the number of claims for hearing loss. This 
can be called the “ostrich syndrome.” There are 
numerous large companies in California that have 
had hearing conservation programs in force for ten 
to fifteen years. All of them say there has been no 
increase in claims due to the program. On the con- 
trary, they feel certain the programs have saved a 
great deal of money. 

California has had an occupational disease law 
for over ten years. It is a very liberal law, providing 
not only for compensation on an occupational dis- 
ease basis but also for any subsequent medical care 
which might result from the occupational disease. 
For example, if a claim is recognized, the claimant 
may obtain a hearing aid with all the necessary serv- 
ices, such as batteries and repairs. Frequently, these 
ancillary costs are far greater than the actual award. 

The seriousness of the hearing loss problem cannot 
be over-emphasized. A flood of claims could very 
well wreck a company financially. The total cost 
could be many millions of dollars. In my opinion, 
however, with a reasonable attitude toward compen- 
sation and good hearing conservation programs the 
potential risk can be reduced to a minimum. The 
final solution rests with the cooperation of all con- 
cerned—the employee, the employer, the compensa- 
tion commissions, legislators and the legal and 
medical professions. 

111 North Bonnie Brae Street, Los Angeles 26. 
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Peripheral Arteriosclerosis 


Arterial Grafting Procedures—Indications and Results 


EDWIN J. WYLIE, M.D., JOSEPH S. McGUINNESS, M.D., 
and FREDERICK M. BINKLEY, M.D., San Francisco 


Part II 
Arteriosclerotic Arterial Occlusion 


THE INCREASING AWARENESS of the segmental nature 
of arteriosclerotic arterial occlusion has stimulated 
surgical investigation of the clinical feasibility of 
restoring normal flow of blood to areas rendered 
ischemic by arteriosclerotic thrombosis. These areas 
include (in addition to the extremities) the brain, 
the myocardium, the kidneys, and the intestinal 
tract. Increasing success has been reported with the 
use of the two methods—thromboendarterectomy or 
arterial resection and graft—that are currently em- 
ployed to reconstitute a normally functioning vessel 
at the site of an arteriosclerotic arterial occlusion. 

Thromboendarterectomy, first reported by Dos 
Santos in 1947, is an operation designed to resect 


the diseased and thickened intima along with the. 


associated thrombus in an occluded arterial segment, 
using the media and adventitia of the existing artery 
to create a new vessel. Grafting procedures, on the 
contrary, substitute an entirely new blood conduit 
either by interpolation of the graft after resection 
of the thrombosed segment or by shunting blood 
around the occluded segment as a “by-pass” graft. 
Autogenous, homogenous, and even heterologous 
arterial and vein grafts have been used for this 
purpose, as well as a variety of synthetic materials. 

The purpose of this report is to describe the ex- 
periences in diagnosis and operative treatment of 
172 patients with segmental arteriosclerotic occlu- 
sions upon whom direct arterial surgical operations 
were done to revascularize previously ischemic areas. 
This series included 133 thromboendarterectomies 
and 39 by-pass arterial grafts performed in the 
period subsequent to January 1951. All lesions were 
at one or more levels of the arterial tree, from the 
upper abdominal aorta to the popliteal arteries. 
Postoperative observation has covered periods vary- 
ing from three months to six years. 


From the Department of Surgery, University of California School of 
Medicine, San Francisco 22. 
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e Arteriosclerotic thrombotic lesions involving the 
arteries to the lower extremities may be conveni- 
ently grouped into three categories. Lesions of 
the aorta-common-iliac level (Category I) appear 
to be most satisfactorily treated by thromboend- 
arterectomy. Lesions in the femoral artery 
(Category II) are particularly amenable to by- 
pass arterial grafts. Advanced lesions (Category 
III) involving both areas may be treated by one 
or the other method or a combination of both. 
Aortography is a necessary prerequisite in the se- 
lection of patients for operation and the deter- 
mination of the method of surgical approach. 


Although the final determination of operability 
and the choice of operation have depended upon 
arteriography or surgical exploration, certain gen- 
eralizations concerning clinical-pathologic categories 
and their relation to operability can be made. The 
majority of arteriosclerotic lesions which caused 
peripheral ischemia were in the aorta or the iliac or 
femoral arteries. Significant arteriosclerotic obstruc- 
tion in smaller arteries distal to the popliteal arteries 
has rarely been noted except in very old persons. 
Thrombosis of the subclavian and brachial arteries, 
although not rare, has not often caused significant 
ischemia in the upper extremities, except for an occa- 
sional case of complete or incomplete carotid or 
innominate artery thrombosis causing transient at- 
tacks of hemiplegia. Most lesions that cause cere- 
brovascular thrombosis are in the arteries of the 
brain and, because of the small arterial caliber, are 
unavailable for direct arterial operations. 

The arterial lesions impairing arterial supply to 
the lower extremities can best be grouped into three 
broad categories, distinct with respect to symptoma- 
tology, operability, and prognosis. 

The first, and most favorable category on all 
counts, is occlusion or stenosis of the terminal aorta 
and/or the common iliac arteries. Aorta-iliac throm- 
bosis generally has appeared in younger patients; 
in the majority of cases in our experience the first 
ischemic symptoms developed before the age of 50. 
The early symptom of a lesion at this level is gluteal, 
hip or thigh claudication (often described as fatig- 
ability rather than pain). The arterial tree distal 
to the aorta-iliac area is free of gross evidence of 
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arteriosclerosis in most patients with these high 
level lesions. Hence, restoration of flow of blood by 
either form of direct arterial operation is followed 
in most cases by relief of all symptoms and restora- 
tion of pedal pulses. Because of our own unusually 
favorable experiences with thromboendarterectomy 
for aorta-iliac arterial occlusion (either complete or 


partial) in a series of 102 operations, we believe 
this procedure to be superior to grafting operations 
for segmental lesions at this level (Table 1). Imme- 
diate thrombosis of the operative segment occurred 
in five patients, the arterial flow becoming the same 
as before operation. There were five operative deaths, 
four of which occurred in patients in the first half 


TABLE 1.—Incidence of Local Thrombosis After Reconstructive Arterial Operations 





Diagnosis and Operation 





No. of Postoperative Thrombosis 
Patients Early Late 





I. Simple aorta-iliac occlusion: 
Thromboendarterectomy 
II. Superficial femoral occlusion: 
Thromboendarterectomy 
By-pass graft (common femoral to popliteal) ............. 


102 


17 
18 


Ill. Advanced aorta-iliac occlusion (with external iliac disease) : 
Thromboendarterectomy (aorta, common and external iliac arteries) 14 
By-pass graft (aorta to common femoral—unilateral or bilateral) 21 


Figure 1.—Drawings from aortograms illustrating each of the three broad categories of arteriosclerotic throm- 
bosis of arteries in the lower extremities: I. Simple aorta-common-iliac occlusion. II. Superficial femoral occlusion. 
III. Combined lesion with or without external iliac involvement. 
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of the series. There have been no instances of late 
thrombosis in either the segment on which endar- 
terectomy was done or in the distal arterial tree in 
the patients upon whom the early patency was at- 
tained. In some cases more than six years has elapsed 
since operation. 

The second large category of arterial obstructive 
lesions in the lower extremities is that of femoral 
artery thrombosis. Obstruction at this level tends to 


A 


ai a 


Figure 2—Composite of serial aortograms showing arte- 
riosclerotic stenosis of common iliac arteries, thrombosis 
of right hypogastric artery (A), stenosis of left hypogastric 
artery (B), and bilateral superficial femoral artery throm- 
bosis (dotted lines). Note also the wide, smooth lumen of 
the popliteal arteries. The upper half of the illustration 
was photographed from the film exposed at the end of in- 
jection. The lower half was photographed from the third 
film in a series exposed approximately six seconds after 
the end of injection. 
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appear at a later age than the aorta-iliac lesions of 
the first category. In the present series the majority 
of patients noted their first symptoms after the age 
of 50. The predominant early symptom is calf claudi- 


Figure 3.—Postoperative aortogram of patient shown in 
Figure 2. Thromboendarterectomy was carried out for the 
common iliac artery lesions. The superficial femoral ar- 
teries were by-passed with arterial homografts from the 
common femoral to popliteal arteries (A — B). After op- 
eration, this patient had complete relief of all ischemic 
symptoms and was able to walk unlimited distances with- 
out discomfort. 
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cation. Manifestations of more severe ischemia than 
claudication in patients with a palpable common 
femoral pulse and absence of popliteal pulse usually 
have indicated the presence of additional occlusive 
or stenotic lesions at higher or lower levels. 
Certain anatomic and pathologic considerations 
of femoral artery thrombosis cause this lesion to 
differ from aorta-iliac lesions with respect to oper- 
ability and the prerequisites for carrying out a suc- 
cessful operation. The entire length of this artery, 
from the groin to the lower end of Hunter’s canal, 
usually shows gross intimal disease about the entire 
arterial circumference. Occlusion, when it occurs, 
tends to involve the total length of the superficial 
femoral artery. Hence, for restoration of normal 
blood flow, arterial operations upon femoral artery 
occlusions ordinarily must begin at the level of the 
common femoral artery and extend the length of 
the thigh to the popliteal artery. Since the incidence 
of operative or late thrombosis of a grafted or end- 
arterectomized arterial segment appears to be 
greater, the greater the length, or the smaller the 
caliber, of the new blood conduit, it is to be expected 
that this complication will appear more frequently 


Figure 4.—Aortogram showing advanced arteriosclerotic 
changes in the proximal arterial tree and segmental throm- 
bosis of the right superficial femoral artery. (View 2 is an 
enlargement of the popliteal artery shown in View 1.) 
Note that although there is occlusion of the right hypo- 
gastric artery (A), and of the left external iliac artery 
(B), the right common-external-iliac channel is widely 
patent. The open vessels above and the normal appearing 
popliteal artery (C), indicated the technical possibility 
of implanting a graft to by-pass the right superficial 
femoral artery (D—C). After operation the patient re- 
gained right pedal pulses, and a partially gangrenous toe 
healed rapidly. 
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with femoral artery operations. A further pathologic 
consideration is the degree of arteriosclerotic change 
in the distal popliteal artery. 


Although total occlusion of the femoral artery 
ordinarily terminates just beyond Hunter’s canal, 
luminal irregularities in the popliteal artery of suffi- 
cient degree to impair free outflow of blood are 
frequently present. Since it has been shown that 
the incidence of thrombosis of an endarterectomized 
or grafted arterial segment is closely related to the 
degree of obstruction in the outflow tract, the extent 
of popliteal disease distal to the occluded femoral 
segment is an important factor in determining the 
suitability of a patient in this category for arterial 
operation. In a small number of patients, femoral 
artery thrombosis is associated with complete oc- 
clusion of the contiguous popliteal artery as well. 
This finding usually indicates inoperability, since 
arterial grafting into the smaller calf arteries is 
rarely successful. 


It is apparent from the foregoing that in the 
situation of femoral artery thrombosis, the smaller 
caliber and the greater length of the femoral artery, 
and the tendency in some instances for extension of 
disease into the popliteal artery, combine to produce 
a less favorable situation for direct arterial opera- 


Figure 5.—Arteriographic demonstration of two forms 
of obstructive lesions in the distal, femoral arterial tree 
considered unsuitable for direct arterial operation. Note 
in photograph No. 1 that although the popliteal artery 
distal to a thrombosed femoral artery is patent in its mid- 
portion, there is occlusion at its distal end (A). In photo- 
graph No. 2, distal occlusion (B) precludes operation for 
this lesion. 
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ion than is found at higher levels. It is also apparent 
hat arteriography assumes a major role in assessing 
he operability of femoral thrombosis. 

Our experience with arterial operative procedures 
or femoral artery thrombosis is based on a series 


Ses Wtipraae: a 
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Figure 6.—Postoperative aortogram in a patient with 
intractable pain in the foot due to thrombosis of the entire 
length of the left iliac and femoral arterial system (dotted 
line). Preoperative demonstration by aortography of the 
patency of the popliteal artery and vessels distal to it 
indicated the technical feasibility of by-passing the oc- 
cluded segment. This was accomplished by the graft 
hown here extending from the side of the aorta (A) to 
the side of the popliteal artery (B), with subsequent re- 
ief of all ischemic symptoms. 


VOL. 87, NO. 3 + SEPTEMBER 1957 


of 35 operations. In 17, thromboendarterectomy was 
used to reopen the occluded arterial segment. Throm- 
bosis in the arterial segment operated upon devel- 
oped in four patients immediately after operation 
and in four additional patients at intervals varying 
from one to four years after operation. Eighteen 
patients were treated by homograft by-passes, be- 
cause of the possibility that an arterial by-passing 
operation might improve these results. Thrombosis 
developed in the graft at the time of operation in 
one case, but patency was established by immediate 
reoperation and removal of the thrombus. In 13 
cases the graft has remained patent in a 12-month 
period of observation. Late thrombosis appeared in 
three cases, at seven, eight, and nine months, respec- 
tively, causing the same degree of ischemia that had 
existed before operation. In no case was ischemia 
increased beyond that originally present as a result 
of thrombosis of the graft. All patients initially 
regained at least one pedal pulse and were completely 
relieved of the preoperative complaint of claudica- 
tion. In three patients with early gangrenous changes 
in one or more toes, the necrotic lesions healed 
rapidly. Although long-term observations are neces- 
sary for final evaluation, it is our belief that the 
presence of clearly segmental obstruction of the 
femoral artery is an indication for consideration of 
an arterial by-passing operation. 


The third and most challenging category of ar- 
teriosclerotic disease in the lower extremity is that 
of multiple occlusions, or stenotic zones, involving 
both femoral and aorta-iliac areas. For reasons of 
prognostic and therapeutic significance, we have 
arbitrarily included in this group the aorta-common- 
iliac lesions that show extensive involvement of the 
external iliac arteries as well. This category of 
lesions has tended to be associated with more wide- 
spread arteriosclerotic involvement of arteries in 
other areas of the body. Most patients with com- 
plaints referable to advanced ischemic changes in 
the feet (manifested by rest pain or gangrene) have 
been shown by aortography to fall into this group. 
Although the results of operative treatment have 
been less encouraging for patients in the third 
category than in the other two, we have found that 
in approximately 40 per cent of such patients there 
exist thrombosed arterial segments and that reopen- 
ing or by-passing them results in significant relief 
of ischemic manifestations. 

For patients in this third category, when the proxi- 
mal lesion is in the aorta-iliac area and if aortogra- 
phy shows that the external iliac arteries are un- 
involved, we believe that thromboendarterectomy of 
the proximal lesion is indicated. This procedure 
alone may increase blood flow in the extremity to 
such a degree as to establish a satisfactory palliative 
result. If there are associated femoral lesions which 
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show patent popliteal segments distally, a second 
by-passing operation may even restore normal cir- 
culation to the extremity. Two patients with this 
combination of operable lesions had complete relief 
of all symptoms and restoration of pedal pulses after 
aorta-iliac thromboendarterectomy and_ bilateral 
femoral by-passes. Criteria for selection of operative 
methods for combined simple obstructive lesions at 
high and low levels are the same as if these lesions 
existed singly. One patient with extensive iliac- 
femoral thrombosis was successfully treated with a 
by-pass graft from the aorta to the popliteal artery. 
For external iliac thrombosis, either alone or asso- 
ciated with aorta-common iliac lesions, we have 
tended to select a by-passing method rather than 
thromboendarterectomy, because of the length and 
smaller caliber of the thrombosed segment. The 
higher incidence of immediate or delayed graft 
thrombosis for extensive grafting operations (seven 
of twenty-one cases) from the aorta-iliac area to 
one or both common femoral arteries has led us to 
conclude, however, that neither procedure shows a 
clear superiority over the other. 

The most important prerequisite for determining 
the suitability of patients for either form of direct 
arterial operation is the full and accurate definition 
of the location and extent of the occlusive lesions 
by preoperative arteriography. We are not in agree- 
ment with observers who believe that an adequate 
evaluation of the extent of arterial disease can be 
made by clinical examination alone, or that the 
choice of operative method can be best determined 
by surgical exploration. The adoption of this policy 
would have led, in our experience, to overlooking 
significant but not clinically demonstrable associated 
arterial lesions in numerous patients, and to sub- 
jecting many others (who have been found by arteri- 
ography to have inoperable lesions) to needless and 
hazardous exploratory operations. The highest level 
to which the great majority of complete or nearly 


complete arteriosclerotic occlusions may extend is 
the abdominal aorta at the level of the renal arteries. 
At present the lower extent of operability is the 
distal popliteal artery. Hence, the portion of the 
arterial tree that should be demonstrated with ac- 
curacy extends from above the renal arteries to just 
below the popliteal arteries. This objective is best 
accomplished by aortography. Full-length films (36 
inches) and multiple exposures are taken, using a 
sufficient volume and concentration of radiopaque 
media to fill the arterial tree, distal as well as proxi- 
mal to the occluded segment, when complete occlu- 
sion is present. 


In the three categories described in the foregoing. 
350 translumbar aortograms were made to visualize 
arteriosclerotic obstructive lesions. The complica- 
tions of aortography were: Transient depression of 
renal function in 12 patients, transverse myelitis in 
one patient (with almost complete return of neuro- 
logical function within three months), and stricture 
of the sigmoid colon in one patient. One death oc- 
curred, which was attributed to uremia resulting 
from bilateral renal artery thrombosis. In only one 
instance was the accuracy of the arteriographic diag- 
nosis not confirmed at operation. The morbidity sta- 
tistics on aortography given here are reported to 
present a broader assessment of the degree of risk 
attached to aortography, and to place the isolated re- 
ports of serious complications of aortography in pro- 
per proportion. In our experience the diagnostic 
value of aortography has far outweighed the hazards. 
It has permitted the surgeon to determine not only 
the degree of operability but to select the most 
desirable surgical method. 

384 Post Street, San Francisco 8 ( Wylie). 
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Aneurysm of the Abdominal Aorta 


The Prognosis of the Condition if Untreated 


ALTHOUGH ARTERIOSCLEROTIC ANEURYSM of the ab- 
dominal aorta is not common, the serious possibility 
of lethal rupture gives physicians constant concern 
about such a lesion. No one doubts the wisdom of 
surgical excision of a 10 cm. aneurysm in a vigor- 
ous man in his fifties or early sixties. However, with 
the general increase in longevity there is an increas- 
ing number of cases of abdominal aortic aneurysms 
in older people.* What attitude should be developed 
concerning these lesions in patients 70 years of age 
and older? What is the natural history of these 
aneurysms? What happens to patients not given the 
benefit of elective surgical treatment? Very few 
physicians see enough patients with aneurysms of 
this kind to gain first-hand experience. 


MATERIAL 


For answers to these questions study was made 
of the protocols of 87 patients who at autopsy were 
observed to have intact or ruptured arteriosclerotic 
aneurysms of the abdominal aorta. The protocols 
were taken from the files for the years 1948 to 1955 
in order to embrace the era of increased longevity 
beginning with the advent of widespread use of 
antibiotics. A private hospital (Cedars of Lebanon) 
and a county hospital service (Los Angeles County ) 
were used in an effort to balance economic and 
ethnic factors. 

How valid are these data? Admittedly the series is 
small; however, the disease is not common. Since 
the diagnosis of abdominal aortic aneurysm, rup- 
tured and intact, can be made by gross inspection, 
there can be no dispute about the presence or ab- 
sence of the lesion. All the aneurysms in the cases 
studied originated below the renal arteries. 

Is this series a fair representation of the disease 
in the population at large? Rupture of the aneurysm 
is a terrifying and painful incident which usually 
causes admittance to hospital. Many senescent per- 
sons with abdominal aortic aneurysm that does not 
rupture, however, die quietly at home of undramatic 
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e In a study of the autopsies of 87 patients at 
Cedars of Lebanon and Los Angeles County Gen- 
eral hospitals, it was noted that 38 had died 
from rupture of the aneurysm and 49 had died 
of unrelated diseases, the aneurysm being intact 
postmortem. At each age group from 50 to 85 
years, just as many patients who had the lesion 
died from rupture of the aneurysm as from other 
causes. 

It was found that predisposing to rupture of 
the aneurysm was not the age of the patient, 
not hypertension, but definitely the size of the 
aneurysm. Aneurysms under 6 cm. in diameter 
(most are visible by x-ray) rarely ruptured. 


heart disease and strokes. Hence, this series, since it 
includes only patients who were admitted to hospital, 
may include a more than ordinate number of cases 
of rupture. 


How long the aneurysm in each case had been 


' present before death is impossible to estimate, since 


the lesions were observed postmortem. However, had 
the data been obtained from operative reports, it 
probably would be no better in this respect, for even 
the surgeon excising the aortic segment cannot tell 
how long it had existed. Every physician knows of 
an exceptional patient bearing an aneurysm for a 
decade or even longer. 


RESULTS 


Reports of a total of 87 cases were found in the 
records, in 38 of which the patient had died of 
rupture (Chart 1). In 49 cases intact aneurysms 
were observed incidentally and death had been 
brought about by unrelated causes. The difference 
between the two classes of hospital patients was 


insignificant. The ratio of men to women was about 
4 to l. 


Do patients die of ruptured aneurysm at a sig- 
nificantly earlier age than patients with intact 
aneurysms? When the cases of ruptured and of intact 
aneurysms in this series were charted by age at 
death, the two curves were practically the same 
(Chart 2). Regardless of age, at least in Los Angeles 
County, a patient with an untreated abdominal 
aortic aneurysm has the identical statistical chance 
to die from an unrelated disease as from rupture of 





the lesion. Were it otherwise, the curves would ap- 
pear as in the shaded area in Chart 2. 

What, then, are the circumstances that increase 
the likelihood of death from rupture? While the like- 
lihood of aneurysms developing increases as the 
patient ages, the prospect of death from other causes 
also increases. Although hypertension accelerates 
atherosclerosis in the heart, brain, retina and kid- 
ney, it seems not as significant a factor in causing 
aneurysm or increasing the propensity to rupture. 
Left ventricular hypertrophy and increased weight 
of the heart remain the only reliable verifications of 
essential hypertension of sufficient degree and dura- 


TOTAL SERIES L.A.Co.H. 
87 CASES 


Chart 1.—Comparison of ruptured and intact aneurysms 
at autopsy. 
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Chart 2.—Distribution of ruptured and intact aneurysms 
by age in hemidecades. Shaded inset shows how curves 


would appear if patients with ruptured aneurysms died 
earlier. 
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tion to be considered a pathogenic influence. Blood 
pressure readings in aged persons are often unreli- 
able owing to the widened pulse pressure disparity. 
Thickening of the left ventricle and increased heart 
weight were noted in 32 per cent of the cases of 
ruptured aneurysm and in 39 per cent of cases in 
which the patient died with intact aneurysm (Chart 
3). 

The size of the aneurysm is directly related to its 
propensity to rupture—the greater the size, the 
higher the incidence of rupture (Chart 4). An- 
eurysms less than 5 cm. in diameter in this series 
did not tear. How many months or years it takes for 
an aneurysm to grow from relatively safe to hazard- 
ous size is not yet known. 


DISCUSSION 


Wright® assayed the future of a patient with an 
abdominal aortic aneurysm as “comparable to many 
forms of cancer.” He advised surgical resection and 
homograft as soon as the diagnosis was established 
if the patient were reasonably fit. Of 15 patients so 
treated, nine survived. De Bakey? said that the mor- 
tality rate in patients with unruptured aneurysm 
that he has operated upon of late is about 7 per 
cent, but that the rate increases with advancing age, 
hypertension and preexisting heart disease as com- 
plicating factors. 
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Chart 3.—Incidence of hypertension in ruptured and 
intact aneurysms. 
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SIZE OF ANEURYSM AND PROPENSITY TO RUPTURE 
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Chart 4.—Size of aneurysm and propensity to rupture. 


Crane’s! attitude appears, at this time, more logi- 
cal: Once aneurysm is suspected from the expansile 
pulsation, the diagnosis can be established by plain 
and lateral radiographic exposures of the abdomen. 
Linear streaks of calcification or a soft tissue shadow 
will permit measurement of the diameter of the 
aneurysm in 86 per cent of the cases.* Because of 
the distance between the aneurysm and the film at 
60 cm. tube-target distance, 15 per cent of the width 
should be subtracted. Small aneurysms—5 to 7 cm. 
or less in diameter—can be observed radiographi- 
cally every three months. If calcification or a soft- 
tissue shadow is not visible, the diameter of the 
aneurysm can be roughly estimated by palpation 
and subtraction of the width of the panniculus. 
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Growth of the aneurysm indicates a need for prompt 
surgical treatment. 

Rules can never take the place of medical judg- 
ment. Younger patients with aneurysms of diameter 
greater than 5 cm. should be recommended for re- 
section and graft. Older patients, especially those 
with severe coronary, cerebral or pedal atheroscler- 
otic disease, should be watched carefully and warned 
about the seriousness of syncope and pain in the 
abdomen or back. Any abdominal aortic aneurysm, 
regardless of size, that causes symptoms merits 
immediate surgical treatment. 


CONCLUSIONS 


At any age, in Los Angeles County, there is an 
equal statistical chance that a patient with an ab- 
dominal aortic aneurysm will die of an unrelated 
disease as from rupture of the lesion. 

Aneurysms less than 6 cm. in diameter rarely 
rupture. A conservative course of careful observation 
is justified in these cases. 

In senescent patients with large aneurysms, the 
physician must rely on his judgment. 

123 North San Vicente Boulevard, Beverly Hills. 
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Prevention of Cardiac Arrest 
The Role of the Anesthesiologist 


THE STEADY INCREASE in the number of articles in 
the literature dealing with the subject of “cardiac 
arrest” is evidence of mounting interest in and 
awareness of this problem. The fact that the advent 
of courses to teach the technique of cardiac resusci- 
tation has greatly increased the incidence of suc- 
cessful resuscitations (in some instances from about 
20 per cent to 67 per cent') indicates that the prob- 
lem of the treatment of cardiac catastrophes is being 
vigorously attacked. However, the incidence of 
“cardiac arrest” in the operating room has not been 
reduced much. The biggest remaining problem in 
this field, then, is the prevention of these catastro- 
phes. Although cardiac arrest may be unavoidable 
despite precautions, in some cases, in many it is 
potentially preventable. 

The role of the anesthesiologist in the prevention 
of cardiac arrest cannot really be separated from 
that of the surgeon, or of the internist, cardiologist, 
general practitioner or other physicians who are 
concerned with the preoperative, operative or post- 
operative care of the patient. 


Preoperative Investigation 


By and large the patient who enters the operating 
room in as near to the normal physiological state as 
possible is the best “surgical risk.” He is best able to 
withstand the trauma of anesthesia and operation. 
In these circumstances the possibility of cardiac 
arrest is least, and if it does occur the probability 
of successful resuscitation is greater. Before opera- 
tion every patient should be fully evaluated by the 
entire surgical team and any departure from a phys- 
iological state should be corrected. A patient with 
a low volume of blood is predisposed to shock. The 
slightest surgical trauma and the induction of an 
anesthetic state may greatly reduce circulatory effi- 
ciency—perhaps to a critical level. A deficiency in 
hemoglobin is indicative of a low oxygen-carrying 
capacity, and an anemic patient may already be 
suffering from “anemic hypoxia.”* Any further bout 
of hypoxia during anesthesia (caused by struggling 
during induction, for example, or respiratory ob- 
struction) may tip the scales toward cardiac arrest. 


Presented before the Section on Anesthesiology at the 86th Annual 
Session of the California Medical Association, Los Angeles, April 28 
to May 1, 1957. 

_ At the time this article was written, Dr. Bissonnette was Instructor 
in er ( Anesthesia), University of Southern California School of 
icine. 


H. W. BISSONNETTE, M.D., Newport Beach 


e Many operating room deaths from “cardiac ar- 
rests” are potentially avoidable as well as poten- 
tially reversible. The incidence of these catastro- 
phes may be substantially reduced by careful 
and adequate preoperative evaluation and prepa- 
ration of the patient, by constant care and vigi- 
lance in the administration of anesthetic agents 
and adjuvants, and by close cooperation between 
members of the surgical team, with the safety of 
the patient being the first consideration at all 
times. 


Since hypoxia makes the myocardium especially 
susceptible to depression by anesthetic agents, drugs 
given in otherwise safe amounts may cause circu- 
latory collapse. Since dehydration reduces the 
volume of blood, anemia may be present but not 
detectable by hemoglobin determination or hema- 
tocrit. Electrolyte imbalances will cause fluid vol- 
ume shifts and in addition may be responsible 
for some cases of prolonged apnea due to muscle 
relaxants, or for some abnormalities of cardiac 
function. The patient who is in a “hypermetabolic 
state” (thyrotoxicosis, fever or extreme apprehen- 
sion) starts out with a “demand hypoxia,”* and will 
be able to withstand less additional stress or hy- 
poxia. 

Cardiorespiratory function should be _ investi- 
gated and, if need be, improved by correcting 
causes of “tidal hypoxia” (depression of the respira- 
tory center by drugs or trauma; interference with 
intercostal function by crushing chest injuries, chest 
splinting, intercostal paralysis or constricting dress- 
ings; or interference with diaphragmatic action by 
abdominal distention, pneumoperitoneum, splinting 
of the diaphragm or abdominal binders). Also to be 
dealt with are “alveolar hypoxia” (intrapulmonary 
disease) or “stagnant hypoxia” (congestive heart 
failure). A patient in congestive failure is one of 
the poorest anesthetic risks.‘ Patients should be 
specifically questioned regarding a history of asthma, 
for asthma is a relative contraindication to the use 
of thiobarbiturates or cyclopropane. If the patient 
has taken cortisone or chlorpromazine or a “tran- 
quilizer” drug beforehand, the reactions to anesthe- 
tic agents may be seriously affected and the choice 
of anesthetic agents or techniques may be consider- 
ably restricted. Any previous untoward reactions to 
anesthesia should be carefully considered. 
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Since aspiration of vomitus is one of the foremost 
causes of death in the operating room, the stomach 
should be empty before anesthesia. In the case of 
emergency operation the stomach should be emptied, 
if possible, by induced vomiting or by aspiration 
through a tube as large as can be passed into the 
stomach. If this is not practicable, either the esopha- 
gus or the trachea should be sealed off before general 
anesthesia is induced. A patient with abdominal 
distention is particularly liable to regurgitate under 
the influence of anesthesia and induced muscular 
relaxation. The use of regional anesthesia lessens, 
but does not obviate, the possibility of vomiting 
and aspiration. 

It must be borne in mind that the anesthetic and 
surgical risk in a poorly prepared patient may far 
outweigh the risk of delaying operation even in 
exigent cases. The complete preoperative evaluation 
of the patient takes time. The anesthesiologist, who 
usually has had the least previous contact with the 
patient, is at a distinct disadvantage unless all avail- 
able information is supplied to him by the other 
members of the team. The patient should be ad- 
mitted to the hospital as long before operation as 
possible. All pertinent details of the history and 
physical examination should be available at the time 
of admittance. Laboratory work should be done, if 
possible, before admittance. The anesthesiologist 
should take advantage of this information by visit- 
ing the patient before operation, making his own 
evaluation and selecting the pre-anesthetic medica- 
tion as well as the anesthetic agents and techniques 
on an individual basis. 


Stand-by Equipment 


Of much more importance than the specific anes- 
thetic agent or technique selected is the skill and 
care with which it is employed. All anesthetic agents 
in use today are potentially lethal, and they should 
be administered with proper precautions. There is 
probably no concept more dangerous in the practice 
of anesthesiology than that expressed in the epithet 
“just a little pentothal.” Regardless of the magnitude 
of the surgical procedure, there is no such thing as 
a minor anesthetic. Every anesthetic procedure is 
hazardous, and none should be undertaken unless 
the proper equipment is immediately available. This 
should consist of at least the following: A means of 
administering oxygen under pressure (preferably an 
anesthesia machine), suction apparatus, a vaso- 
pressor drug, and an ultra-short acting barbiturate. 
It is advisable to also have a means of intubating 
the trachea and a rapid-acting muscle relaxant. 

During the induction of general anesthesia the 
patient is ordinarily given larger amounts and 
greater concentrations of these potentially toxic 
agents in a shorter period than at any other time in 
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the entire course of anesthesia. Certainly this is the 
time when cardiac arrest due to a relative overdose 
of anesthetic agents (with concomitant myocardial 
depression) is most likely to occur. Unnecessary 
risks should be avoided. The patient’s life should 
not be jeopardized by rushing the induction for the 
sake of saving a few minutes—certainly an insig- 
nificant saving at best. The administration of oxygen 
for a few minutes before induction will tend to 
minimize myocardial depression.” If cardiac arrest 
should occur during the induction of anesthesia, the 
surgeon should be immediately available—either in 
the operating room or just outside the door—for 
thoracotomy. The time needed to summon him even 
from a nearby corridor may be costly. 


Observing the Patient During Anesthesia 


During the course of anesthesia and operation, 
the anesthesiologist should be continually alert to 
prevent or to detect and correct any alterations in 
the patient’s physiological status that might result 
from inadequate ventilation (both oxygenation and 
carbon dioxide elimination), from obstructed air- 
way, from changes of position or unphysiological 
positions, from loss of blood, from excessive depth 
of anesthesia or excessive height of spinal anesthesia, 
or from surgical trauma. This requires constant 
attendance upon and constant and careful observa- 
tion of the patient. Any lesser vigilance is unpro- 
fessional. 


The use of some device to constantly monitor the 
heart action is certainly desirable—particularly in 
pediatric anesthesia. Cathode ray oscilloscopes, elec- 
trocardiographs and other electronic monitors are 
valuable aids for the early detection of hypoxia, ex- 
cessive depth of anesthesia and arrhythmia. How- 
ever, they are expensive, they tend to distract the 
attention of the anesthesiologist from the patient, 
they are best interpreted by a trained electrocar- 
diographer, and they will continue to record an 
electrocardiographic pattern after the heart has 
ceased beating adequately. I prefer an auscultatory 
device such as the Ploss “constant monitor” system, 
which is unexcelled for maintaining continuous sur- 
veillance of circulatory function. One of the best 
“oximeters”—and certainly the cheapest and most 
readily available during most operations—is the 
color of the patient’s arterial blood. This should be 
observed throughout the procedure by both the anes- 
thesiologist and the surgeon. Perhaps the most im- 
portant concept in anesthesiology is that the require- 
ments of the surgical procedure, and surely the con- 
venience and comfort of any individual, should be 
subordinated to the safety of the patient. This should 
be borne in mind during the entire surgical pro- 
cedure—starting with the decision to operate. 
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In the immediate postoperative period, the anes- 
thesiologist must be alert to prevent or correct any 
respiratory depression (particularly if muscle re- 
laxants or narcotics have been used), or any airway 
obstruction or circulatory inadequacies. Having the 
patient as nearly awake as possible immediately 
after operation, and gentle handling in transferring 
him from the operating table to a stretcher and then 
to bed, will prevent many such complications. 

Hoag Memorial Hospital, Newport Beach. 
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Intermittent Positive Pressure Breathing 


A Clinical Evaluation of Its Use in Certain Respiratory Diseases 


ROGER H. L. WILSON, M.D., SEYMOUR M. FARBER, M.D., 
and JANET E. COLLINS, B.S., San Francisco 


INTERMITTENT positive pressure breathing is gener- 
ally thought to be a considerable augmentation of 
the armamentarium for the treatment of certain 
types of respiratory disease. Many hospitals and 
physicians’ offices are equipped to administer it and 
some patients have the equipment in their homes. 
Simplification of the equipment has made the valves 
easy to maintain and use. Hence there is need to de- 
fine the range of therapeutic usefulness for this 
form of treatment, since indiscriminate and uncriti- 
cal use may give rise to a biased view of its value. 

The purpose of this presentation is to discuss some 
of the common short-term and long-term applica- 
tions of intermittent positive pressure breathing 
(IPPB), and to report on studies of use of it in 
treating patients with chronic respiratory failure 


(Table 1). 
SHORT-TERM USES 


The prevention and treatment of atelectasis by 
intermittent positive pressure breathing has been 
accepted as a prime application by many physicians, 
but the application to postoperative and aspiration 
pneumonia is less widespread than it should be. 
Intermittent positive pressure breathing is more 
efficient in preventing than in treating atelectasis, 
especially where the normal coughing mechanism is 
inefficient. The authors have noticed this particu- 
larly in poliomyelitis with the patient requiring a 
respirator. Under these conditions a cough machine 
(OEM Cofflator®) has been more efficient in treat- 
ing established atelectasis than the Bennett-Mon- 
aghan intermittent positive pressure apparatus. The 
occasional use of positive pressure to maintain a 
paralyzed patient while outside a respirator to per- 
mit nursing care and change of equipment is so 
common that modern respirators usually include a 
valve for the purpose. The authors have used it with 
considerable success in such problems as pseudo- 
bulbar palsy and cerebral catastrophes involving 
hypoventilation, and also for hyperventilation of 


From the Department of Medicine, University of California School 
of Medicine, and the San Francisco Department of Health, San 
Francisco Hospital, San Francisco. 
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e A series of patients with chronic respiratory 
insufficiency were treated with intermittent posi- 
tive pressure breathing, which was combined with 
administration of bronchodilator drugs of the 
epinephrine series. Spirographs were made be- 
fore and after treatment. The series included 
patients with chronic bronchitis and emphysema, 
fibrosis of various kinds, senile emphysema and 
bronchogenic carcinoma. 

Although the majority showed objective im- 
provement, a significant proportion in all groups 
did not, and some were made worse, apparently 
on a basis of check valve mechanisms unresolved 
by the bronchodilator drug. In cases in which 
the method benefited the patient, the benefit was 
greater than that obtained with bronchodilator 
drugs alone. 


acutely acidotic patients. In the latter use, difficul- 
ties were experienced in three cases: An increase 


‘of bullous emphysema led to air trapping with pre- 


sumed increase of size of bullae. As a result the 
patients were unable to tolerate intermittent positive 
pressure breathing, since it reduced effective ventil- 
ation. This complication is quite easily noticed, 
however, and we believe that intermittent positive 
pressure breathing should be tried whenever acute 
respiratory acidosis is suspected. If necessary, 
tracheotomy may be done with the use of a special 


TABLE 1.—Common Applications of Intermittent Positive Pressure 
Breathing. 


Short-Term Uses 
. To prevent or treat atelectasis due to mucus plugging 
of bronchi. 
. To hyperventilate a patient with acute respiratory acid- 
osis. 
. To relieve pulmonary edema. 
. To maintain ventilation in respiratory paralysis. 


Long-Term. Uses 

. To hyperventilate patients with a continuing problem of 
inadequate and uneven ventilation especially in pul- 
monary emphysema. 

. To assist in the removal of tenacious or excessive mucus 
from the bronchial tree. 

. To prevent local plugging of air passages and reinflate 
atelectatic areas. 

. To disseminate nebulized medication in the bronchial 
tree. 
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adaptor for administration of intermittent positive 
pressure breathing. In the presence of tracheotomy, 
it appears desirable to use a cough machine as well. 
We believe that intermittent positive pressure appar- 
atus is much more convenient and efficient than any 
other kind of mechanical ventilator. 

We have little experience of the use of intermittent 
positive pressure breathing in pulmonary edema, 
although there have been favorable reports on use 
of the apparatus at pressures not over 10 cm. of 
water. There are some emphysematous patients in 
whom an acute exacerbation of bronchitis causes 
such restriction of ventilation together with outpour- 
ing of mucus that a cough machine in addition may 


be needed. 


LONG-TERM USES 


The four aspects to be considered in patients with 
chronic bronchitis and emphysema are ventilation, 
expectoration, reinflation and medication. 

The question is whether a patient with chronic 
pulmonary disease is likely to be benefited by inter- 
mittent positive pressure breathing. Questions that 
ought to be considered before a patient is committed 
to long-term therapy are: Is any subjective improve- 
ment due to the improvement of arterial oxygen 
saturation as a result of breathing oxygen? Is it 
due to the bronchodilator drug administered con- 
comitantly? Is it purely psychological? Will long- 
term therapy—if there is no immediate benefit—be 
justified in patients with bellows inefficiency, as a 
way of mobilizing the chest wall and diaphragm? 
These relationships are discussed in terms of obser- 
vations in a series of patients studied by the authors. 


METHODS 


All the 95 patients in the series had complaint 
of shortness of breath. Study consisted of spirogra- 
phy with a rapidly revolving drum and a rebreath- 
ing test, each after 15 minutes of quiet sitting in a 
chair. This was followed by 15 minutes of intermit- 
tent positive pressure breathing with a Bennett valve 
and administration of a bronchodilator, 2.25 per 
cent racemic epinephrine (Vaponefrin®). Restudy 
was done immediately. In some cases multiple studies 
with other bronchodilator drugs and inert sub- 
stances were performed on different days. Objective 
changes in the volume and velocity of forced expira- 
tion formed the basis of classification (Chart 1). 

In many cases a further combined blood gas an- 
alysis was performed at another date. This provided 
objective evidence with regard to ventilation per- 
fusion relationships. Most of the patients had chronic 
bronchitis with emphysema, but the series included 
patients with pulmonary fibrosis, dry emphysema, 
and carcinoma of the lung. 
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TABLE 2.—Patient Response on Intermittent Positive Pressure 
Breathing. 


Total No 


Diagnosis Patients Improved Change Worsened 


Chronic bronchitis 
and emphysema 2 
Emphysema 
Fibrosis 
Bronchogenic carcinoma .... 
Cysts or bullae 
Miscellaneous pulmonary 
disease 


RESULTS 


Of 48 patients with emphysema, either associated 
with pulmonary fibrosis or associated with chronic 
bronchitis, 28 were benefited by intermittent posi- 
tive pressure breathing, 11 showed no essential 
change and nine worsened (Table 2). Some patients 
in the chronic bronchitic group were not improved 
as measured directly after the first 15 minutes of 
intermittent positive pressure breathing. They could 
be divided into two groups, those in whom there was 
definite measurable worsening, and those in whom 
improvement was noted upon subsequent examina- 
tion. Definite benefit was demonstrated in patients 
with pronounced mucus retention, and in those with 
a combination of pulmonary fibrosis, bronchiectasis 
and emphysema. Patients with senile emphysema, 
sarcoidosis in a relatively active phase and other 
similar conditions, were usually not helped. Im- 
provement in patients with cancer of the lung de- 
pended on the amount of coexisting emphysema. 


The results in eight patients with cystic disease 
varied widely. In one case objective evidence was 
obtained that with enlargement of bullae there was 
a decided deterioration of respiratory function, and 
conversely as the bullae got smaller there was im- 
provement. The cystic disease in these patients was 
presumably of check-valve type with tension. They 
also showed the changes of bronchitis and emphy- 
sema. The possibility of intermittent positive pres- 
sure blowing up the cysts cannot be disregarded, 
despite the bronchodilator effect of the Vaponefrin®. 
These patients usually improved on nebulized epi- 
nephrine without intermittent positive pressure. 
Three patients with cystic disease had definite im- 
provement; in one of them the vital capacity was 
more than doubled, with a comparable acceleration 
of expiration. 


Five other patients, one each with pulmonary tu- 
berculosis, destroyed right lung, collagen disease of 
the lung, rheumatoid spondylitis and bronchiectasis, 
were improved. Of two patients with pectus excava- 
tum, one showed no change and one a deterioration 
of function. 


CALIFORNIA MEDICINE 





All the patients who worsened or who were not 
improved felt they were better—an example of the 
well known effect of giving a new form of therapy 
to a patient in distress. In the group showing no 
benefit were patients who had cough and accumu- 
lation of sputum but who were at their best at the 
time of examination. Many of these patients did 
have improvement when restudied at a later date. It 
seemed clear that they were of the kind needing occa- 
sional ventilatory therapy. 

Patients who had increased production of sputum 
at varying times, such as with small respiratory 
infections, also were helped. In such cases remark- 
ably little respiratory tract infection requiring treat- 
ment in hospital occurred if intermittent positive 
pressure therapy was used carefully and sufficiently. 
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Some patients who previously had had to be put in 
hospital a number of times had no need to return 
after they began to use intermittent positive pressure 
breathing when needed, in their homes or at the office 
or clinic. Intermittent positive pressure therapy is 
less useful in a patient without thick mucus who has 
senile emphysema. Yet when such patients had 
coughs and colds the duration of illness was consid- 
erably reduced by intermittent positive pressure 
therapy, although it was not of benefit when the 
patient was better. 

Routine daily use of intermittent positive pressure 
breathing decreased carbon dioxide retention in 
patients with chronic respiratory acidosis. In such 
patients the amount of carbon dioxide in the blood 
may be considerably lessened shortly after treatment 


10 20 30 40 
% INCREASE 


SYMBOLS: °*Emphysema += Fibrosis +=Bronchogenic carcinoma 
*=Cysts *:Miscellaneous pulmonary disease 


Chart 1.—Objective changes following intermittent positive pressure breathing in terms of 
volume (vital capacity) and velocity of forced expiration (amount expired in three seconds). 
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is started. The more even ventilation produced by 
the larger tidal volume must be advantageous to 
these patients. No study was made of carbon dioxide 
tension in a control group, but it seems a reasonable 
clinical assumption that a patient with chronic res- 
piratory acidosis caused by uneven ventilation will 
be benefited by reduction of the carbon dioxide 
level for periods during the day. 


COMPLICATIONS 


Serious complications as a result of intermittent 
positive pressure therapy occurred in four cases. In 
one patient with pneumoconiosis, spontaneous pneu- 
mothorax was induced. In two patients with bullous 
emphysema who had previously been helped by in- 
termittent positive pressure breathing, enlargement 
of cysts occurred, and after that episode intermittent 
positive pressure breathing became deleterious. In 
the remaining patient, who had been much assisted 
by the treatment, a sudden attack of coughing 
brought about an uncorrectable leakage flow situa- 
tion in which intermittent positive pressure breath- 
ing diminished the vital capacity and the tidal 
volume. It is assumed that in this case the equivalent 
of enlargement of bullae developed, probably freely 
communicating but possibly of a check-valve type. 
In none of the four cases did bronchodilator drugs 
do much to help, and all eventually died of respira- 
tory failure. 


COOPERATION OF PATIENT 


For intermittent positive pressure breathing to 
be effective, the patient must permit his lungs to 
expand fully. The design of the equipment is such 
that when pressure becomes equalized the valve will 
turn off, but many patients tend to blow, which cuts 
off inspiration at or before the vital capacity peak. 
If the patient will cooperate, larger volumes can be 
inspired. A value of as much as 675 cc. above the 
inspiratory reserve was recorded in the present 
series. This appears to result from depressing the 
diaphragm farther than normal and also from pre- 
venting whatever paradoxical elevation occurs in 
some patients at full inspiration. In these circum- 
stances, patients will cough up mucus with therapy; 
otherwise, the advantage of hyperventilation produc- 
tion by this technique will be missed. 


INFLUENCE OF EFFECT OF BRONCHODILATOR DRUGS 


It has been questioned whether bronchodilator 
drugs are as efficient when used without as they are 
when used with intermittent positive pressure breath- 
ing. In our experience a much larger dose of nebu- 
lized bronchodilator drugs appears to be necessary 
if intermittent positive pressure breathing is not 
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simultaneously administered. If viscid sputum is a 
factor, intermittent positive pressure appears to 
afford more relief than a bronchodilator drug alone. 
In patients with inefficient cough and uneven ven- 
tilation, there is considerable benefit in the long. 
term application of intermittent positive pressure 
breathing as a mechanism for clearing away secre. 
tions. 

Many of the patients in the series found inter. 
mittent positive pressure breathing of the greatesi 
use in the morning on arising, when it aided in 
expectoration of mucus. The relief they obtainec 
from this therapy was greater than they had ob- 
tained from bronchodilator drugs alone. 


DISCUSSION 


Before prescribing intermittent positive pressure 
breathing for occasional or regular use, a physician 
must determine whether or not objective improve- 
ment is obtainable by this therapy. Also he must 
determine that it has no deleterious effect, which it 
may have even though the patient subjectively feels 
better. If it does have deleterious effect, this should 
be explained to the patient, so that he does not de- 
mand a form of treatment simply because it is new 
and different. Sometimes even if little or no improve- 
ment is noted when positive pressure therapy is tried 
to find out whether or not it may be useful in a given 
case, it is worth while to retest the patient at a later 
date, when he may be less well, to see whether benefit 
occurs then. 

The authors believe that intermittent positive pres- 
sure breathing is a useful form of therapy in many 
respiratory diseases if properly applied in suitably 
selected patients. Failure often may be owing to 
failure of the physician or of the patient to under- 
stand the reasons for prescribing it. It is probably 
applicable in many cases in which it is not used and 
on the other hand is used in cases in which it cannot 
help. In some cases it may not be sufficient alone, 
but effective in combination with other forms of 
therapy. 


CONCLUSIONS 


Intermittent positive pressure breathing combined 
with bronchodilator drugs offers much in chronic 
bronchitis and emphysema, except in cases in which 
the residual volume of the lungs increases with 
therapy. In most cases it offers an advantage over 
the use of bronchodilator drugs alone. These ad- 
vantages are particularly apparent with regard to 
clearing of bronchial mucus but extend to some 
extent to relief of chronic respiratory acidosis. It 
may also help prevent pulmonary atelectasis. The 
value of such therapy can best be estimated in terms 
of the need of the patient for hyperventilation and 
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the effects of such hyperventilation. In many patients 
hyperventilation is only partially achieved and the 
gain may be less than anticipated. Although much 
of the relief obtained by use of intermittent positive 
pressure breathing for short terms may be ascribed 
to the concomitant use of bronchodilator drugs, the 
long term effect is attributable to the forced ven- 
tilation. 

The applications of intermittent positive pressure 
breathing go far beyond treatment of chronic bron- 
chitis and emphysema. It is useful where retention 
of secretions, due either to hypersecretion or inade- 
quate cough or both, is a problem. 

2255 Van Ness Avenue, San Francisco 9 ( Wilson). 
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Determining Blood Pressure in Infants 
Use of the Flush Technique 


ARTHUR J. MOSS, M.D., WILBERT LIEBLING, M.D., WALLACE O. AUSTIN, M.D. 
and FORREST H. ADAMS, M.D., Los Angeles 


THE WIDE VARIETY of disorders in infancy that may 
be associated with abnormal deviations of blood 
pressure suggests that routine determination of pres- 
sure in babies may be rewarding. Among condi- 
tions commonly associated with a rise in blood pres- 
sure are essential hypertension, nephritis, cerebral 
tumors, renal tumors, renal abscess, cerebral abscess, 
acrodynia, asphyxia, pneumothorax, coarctation of 
the aorta, aortic insufficiency, Cushing’s syndrome, 
polycystic kidney, poliomyelitis, syphilis, adrenal 
tumors, lead poisoning and carbon monoxide poison- 
ing. Hypotension is often observed in hemorrhage, 
cerebral concussion, surgical shock, cardiac failure, 
aortic or subaortic stenosis, amyloid disease, hypo- 
pituitarism, tuberculosis and Addison’s disease. Ab- 
normal variations of pressure in the form of extreme 
lability have been described in familial dysauton- 
omia. 

In the past, omission of blood pressure determina- 
tions in infants was largely owing to the inadequacy 
of the methods available for use in this particular 
age group. Consequently, attention has recently been 
focused on the so-called flush technique of measur- 
ing blood pressure. This method was introduced in 
1952 by two independent groups of observers** and 
was apparently conceived from the observations of 
Gaertner,®> who in 1899 devised a means of deter- 
mining the digital blood pressure by employing the 
flush method on a finger. Using minor modifications, 
the authors have found the following application of 
the flush means of measurement to be the most 
satisfactory. The sphygmomanometer cuff is applied 
to the wrist or ankle (see Figure 1) and the distal 
portion of the extremity is compressed by firmly 
wrapping a wide, soft rubber drain around it, be- 
ginning at the tips of the digits and working prox- 
imally to the cuff edge. The manometer is then 
rapidly inflated to 300 mm. of mercury and the 
elastic wrapping removed. With gradual release of 
the pressure, a point is reached at which there is a 
distinct blush of the blanched portion of the ex- 
tremity. The manometer reading coincident with 
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e The flush technique that recently has come 
into use is probably the most satisfactory method 
available for measuring blood pressures: in in- 
fants and is of great aid in diagnosis of diseases 
associated with hypertension or hypotension. The 
method is practical and highly accurate. Readings 
obtained by this technique are not influenced by 
the width of the cuff, are usually higher at the 
wrist than at the ankle, and approximate the 
mean rather than the systolic blood pressure. 


this end point approximates the mean blood pres- 
sure.'° To obtain the greatest degree of accuracy, 
certain precautions must be observed. The mano- 
meter pressure should be released at a rate not 
exceeding 5 mm. of mercury per second, and the 
extremity should be held at about the height of the 
heart. The procedure must be done with the subject 
relatively quiet and immobile and with good enough 
light to see the flushing of the fingers. 

In studies reported elsewhere’? it was found that 
this method of measurement is a highly reliable one, 
that the width of the cuff does not affect the reading 
obtained, that measurements are usually higher in 
the upper than in the lower extremity, and that the 
values approximate the mean rather than the systolic 
blood pressure. In those studies the reliability of 
the method was appraised by comparing simultane- 
ous measurement of blood pressure obtained by two 
teams of observers, each team consisting of two 
members. One hundred infants were studied, and 
in a correlation analysis of the paired observations 
of the two teams of observers the Pearson product* 


*An expression of the degree of relationship between two variables. 
No relationship is represented by .00; perfect relationship by 1.00. 


Sana 


Figure 1—Blood pressure measurement by the flush 
technique. The manometric cuff is applied to the ex- 
tremity (A) and an elastic bandage is wrapped around 
the distal portion (B and C). The manometer pressure 
is raised to 300 mm. of mercury and the elastic wrapping 
quickly removed (D). With gradual deflation of the 
cuff, the blanched portion flushes (E). The pressure is 
read at the beginning of the flush. 
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moment correlation coefficient was 0.87 for the lower 
extremity and 0.65 for the upper extremity. This 
indicated a high degree of reliability. 


It is a well established fact that auscultatory 
measurements are influenced by the width of the 
cuff—the wider the cuff, the lower the reading.!?:15-1¢ 
Since the length of vessel compressed by the cuff is 
directly proportional to the width of the cuff, wider 
cuffs compress a longer segment of the vessel, and 
the pulse traveling through it meets with increased 
frictional resistance resulting in a lower reading. 
The higher readings when a narrow cuff is used are 
owing not only to the lessening of friction in the 
vessel, but also to the fact that relatively more of 
the pressure in the cuff is dissipated in compressing 
and displacing the soft tissues. Why these factors 
do not affect the flush technique is not clear. Prob- 
ably one reason is that the cuff is applied at the 
wrist and at the ankle, where the artery lies near the 
surface and there is little soft tissue to be com- 
pressed. = 

Blood pressure as measured by the flush technique 
is usually higher at the wrist than at the ankle. The 
disparity may exceed 30 mm. of mercury. This is 
directly opposite to the well-established observations 
that the systolic blood pressure as measured by 
auscultation is normally higher in the leg than in the 
arm.!:-6-13.14.18 Recognition of this reversal of arm- 
leg blood pressure relationship as determined by the 
flush technique is of prime importance when con- 
sidering the diagnosis of coarctation of the aorta. 
In its milder forms the presence of this malforma- 
tion may occasionally be difficult to establish with 
certainty on the basis of flush blood pressure deter- 
minations alone. In eight proved cases of this disease 
observed by the authors, however, the blood pressure 
differences were so pronounced in comparison with 
normal that the diagnosis was never in doubt. 


Although it has been generally believed that blood 
pressure measurements obtained by the flush method 
represent the systolic blood pressure, there is evi- 
dence in the literature that this is not the case. 
Goldring and Wohltmann’ noted flush values at the 
wrist to be lower than auscultatory systolic values 
over the brachial artery but attached no special 
significance to their observation. Earlier investiga- 
tors*:$.9-10.17 observed that the digital flush pressure 
was consistently and significantly lower than the 
brachial auscultatory systolic blood pressure. If the 
flush method were a measure of the systolic blood 
pressure, one would not expect the values to be 
lower at the wrist or finger than systolic readings 
obtained by auscultation over the brachial artery. 
Recently reported studies’® indicated that the blood 
pressure as determined by the flush method approxi- 
mates the mean rather than the systolic blood pres- 
sure. Comparing the flush reading at the wrist to the 
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brachial auscultatory reading in 50 infants, it was 
observed that the former approximated the calcu- 
lated mean blood pressure more closely than it did 
either the systolic or diastolic pressure. This was 
further supported by 17 observations made in 15 
infants and children in whom flush determinations 
were compared with direct intraarterial measure- 
ments. A statistical test of the differences between 
the arithmetic means indicated that the flush values 
correlated more closely with the mean blood pressure 
as determined by planimetry than with either the 
direct systolic or diastolic blood pressure. 
5830 Overhill Drive, Los Angeles 43 (Moss). 
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Recurrent Varicose Veins 


REX L. ROSS, M.D., Los Angeles 


ProcepureEs for the eradication of varicose veins 
are in bad repute in the minds of many unhappy 
patients who have had recurrence, and of many 
physicians who are dissatisfied with the ultimate 
results. 

One should be reluctant to guarantee a complete 
cure to a patient undergoing any definitive treat- 
ment of varicose veins. Rather the patient should 
be given to understand that an attempt is being 
made to correct a defective venous circulation, and 
although the desired result may be achieved without 
difficulty, further treatment may be necessary to 
forestall or correct reappearance of varices. It should 
be pointed out that there is an inherent defect in the 
structure of the superficial veins in persons with a 
tendency to varices. 

On the other hand, recurrence should rarely be 
encountered if all the abnormal functional changes 
which produced the varices are properly evaluated. 
Oftentimes, however, one may not see the woods 
for the trees. There may be additional abnormalities 


which lead to varicosities, other than obvious gross 
incompetence of the greater saphenous system. 

What are some of the factors contributing to re- 
currence? 


Reliance on Sclerosing Therapy Alone 

Although it is agreed that sclerosing therapy of 
small localized varices may be successful where 
there is no incompetence of the major trunks of 
the superficial system, it is obvious that the latter 
defect, aided by a rich venous collateral circulation 
and abetted by recanalization will inevitably lead 
to further trouble. 


Failure to Ligate All Tributary Branches at the 
Saphenofemoral Junction 

If the saphenous vein is ligated low instead of 
at the saphenofemoral junction, and, if all the 
tributary veins are not divided and ligated at this 
level, retrograde flow will reestablish itself through 
remaining collaterals. 

Sometimes a double saphenous vein exists or 
there may be a lateral femoral cutaneous branch, 
which may lead to recurrence if the saphenous 
proper is ligated below the point of origin of trunks 
or if the tributaries are left communicating with 
these secondary trunks. 

Attending Surgeon, Vascular Clinic, Los Angeles County Harbor 
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e Recurrence or persistence of varicose veins 
after treatment may be charged to incomplete 
original evaluation of the patients’ venous in- 
sufficiency and to therapy that was not adequate 
because not planned on the basis of the particular 
kind or degree of venous incompetence in each 
individual case. 

The chief factors in the avoidance of failures 
of treatment are the eradication of all sites of 
incompetence and of all secondary incompetent 
venous communicating pathways; and careful 
follow-up examination and additional treatment 
when necessary. 


Failure to Ligate Large Labial Branches 


Often, during the last trimester of pregnancy, 
huge, distended, labial varices develop. Ordinarily 
they diminish to a much less conspicuous size 
within a month or two postpartum. These labial 
tributaries may communicate with the greater saph- 
enous trunks and reestablish a backward flow into 
the saphenous after high ligation. 

There is also commonly found a deep pudendal 
branch which originates from the femoral vein at 


. Inad: te hi 
Pige on igh 


Figure 1.—Type of incompetence: Greater saphenous 
vein only. Recurrence due to failure to ligate all tribu- 
taries at saphenofemoral junction. 
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the saphenofemoral junction or from the saphenous 
vein. There is a descending branch from this vein 
which is often responsible for recurrence. 


Failure to Treat Incompetent Short Saphenous Vein 


Since it communicates freely with the greater 
saphenous vein, it is obvious that an incompetent 
short saphenous vein left untreated can be responsi- 
ble for recurrent distention and dilatation of long 
saphenous varices when simple high ligation has 
been done and especially when the greater saphenous 
trunk has been left in situ. 


Incompetent Perforating Veins 


Incompetent perforating veins may exist and 
communicate either with the main saphenous trunks, 
or may be independent of these and anastomose 
with minor superficial varices. These incompetent 
perforators, if not eradicated, may be a source of 
recurrence when high ligation has been done and 
the saphenous trunks have been left in situ, or even 
when the saphenous trunks have been stripped. 
Incompetent perforators may communicate with 
secondary superficial veins which are not a part 
per se of the principal saphenous trunk, but are 
located in a bizarre distribution throughout the 
leg. These perforators therefore must be looked for 
before operation, marked well, and ligated individu- 
ally below the fascia at the time of operation if 
recurrence is to be avoided. 


Vs, Adequate high 


ligation 


Incompetent long 
saphenous V. 


Incompetent 


lesser saphenous V. 


Figure 2.—Type of incompetence: Greater (long) 
saphenous vein and of lesser saphenous vein. Recurrence 
due to failure to interrupt incompetent lesser saphenous 
which communicates with the greater saphenous. 
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incompetent lon 

8 — Vv. a 
tributaries have been 
ligated properly at there is retrograde 
sapheno femoral flow into the greater 
junction. ‘ sa area. 


Incompetent short 


saphenous V. has not 
been treated and 


Figure 3.—Type of incompetence: Greater (long) 
saphenous and of lesser saphenous. Recurrence due to 
failure to interrupt incompetent lesser (short) saphenous 
which communicates with the greater saphenous. 


Incompetent ‘ 
communicating vein 


TS Incompetent 
iF communicating veins 


Figure 4.—Type of incompetence: Greater saphenous 
vein plus incompetent communicating veins. Recurrence 
due to failure to eradicate incompetent communicating 
veins although a proper high saphenous ligation has been 
done. 
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incompetent pudendal V. 
from labial varices 


Incompetent greater 
saphenous 


Figure 5.—Type of incompetence: Greater saphenous 
and pudendal branch from labia with descending branch 
communicating with greater saphenous. Recurrence due 
to failure to ligate the incompetent pudendal branch. 


Incompetent 
perforating veins 


Figure 6.—Type of incompetence (postphlebitic): (1) 
Incompetence of greater saphenous vein; (2) incompe- 
tence of lesser saphenous vein; (3) incompetence of re- 
canalized superficial femoral vein; and (4) incompetent 
perforating veins. Failure due to not eliminating all four 
abnormalities. 
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Postphlebitic Varices 


Postphlebitic varices pose a somewhat different 
problem than simple incompetence of the superficial 
veins, and all the features involved in this syndrome 
must be taken into account if the incidence of re- 
peated difficulty is to be kept low. Of course, it is 
necessary to correct superficial incompetence but it 
should be remembered that the superficial change 
stems primarily from the incompetence of the re- 
canalized deep veins, causing distention, backward 
flow and incompetence of the deep communicating 
veins and, finally, of the superficial system. It is 
necessary to ligate the superficial femoral or pop- 
liteal vein in conjunction with ligation and stripping 
of the incompetent greater and lesser saphenous 
systems to achieve the best results; and a “Linton 
Flap” type subfascial procedure may be required 
to further eradicate all perforators communicating 
with the surface veins. 

Dealing with only one of the factors mentioned, 
and ignoring the others, will obviously lead to 
discouraging results. 


Arteriovenous Fistula 


The possibility of an overlooked arteriovenous 
fistula must be considered as a cause of persistent 
or recurrent varices. The classic signs of arterio- 
venous fistula may be absent if the fistula is small 
or if there are multiple small (congenital) arterio- 
venous fistulous communications. 


Failure to Obliterate Residual Varices 


If residual varices persist after ligation, or after 
ligation and stripping, they should be eradicated 
with sclerosing injections. Failure to observe pa- 
tients diligently in this regard postoperatively is 
one of the commonest oversights in treating varicose 
veins, and is one of the most frequent causes of 
persistence of varices. Massive retrograde injec- 
tions at operation, which have been so extensively 
used, are not as satisfactory and are potentially 
dangerous. 

The most satisfactory management of varicose 
veins involves stripping when possible, eradicating 
all incompetence of both long and short saphenous 
veins and incompetent perforating or deep com- 
municating veins, and interruption of an incom- 
petent, recanalized superficial femoral vein when 
present. 

Patients who have a tendency to varicose veins 
should change from sedentary or standing occupa- 
tions. Elastic supports should be used freely, and 
careful follow-up examinations, with elimination of 
residual minor varices by sclerosing injections, is 
essential to a good end result and a happy and sat- 
isfied patient. 

1033 Gayley Avenue, Los Angeles 24. 
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Acute Nonspecific Pericarditis 


Reports of Two Cases with Elevated Serum 
Glutamic Oxalacetic Transaminase Activity 


ROBERT B. KALMANSOHN, M.D., and 
RICHARD W. KALMANSOHN, M.D., Los Angeles 


IN RECENT YEARS, there has been renewed interest in 
the serum concentration of glutamic oxalacetic trans- 
aminase activity (SGO-T) in various disease states.?**® 
As additional information has been obtained, it has 
become increasingly apparent that determining the 
serum activity of this enzyme would be of value 
chiefly in differentiation between myocardial infarc- 
tion and closely allied conditions. One of the most 
difficult problems confronting clinicians is distin- 
guishing between acute myocardial infarction and 
acute nonspecific pericarditis.’ The nature of the 
painful episode may be identical; the leukocyte con- 
tent and the erythrocyte sedimentation rate may be 
elevated in both conditions; the electrocardiographic 
patterns may be similar.’ The ability to make a 
definitive diagnosis of acute myocardial infarction 
or of acute nonspecific pericarditis is of importance 
not only from a prognostic standpoint but also be- 
cause anticoagulants, which are commonly used and 
apparently are helpful in acute myocardial infarc- 
tion, may cause fatal pericardial tamponade in acute 
pericarditis. 

In four recent reviews on the subject of sco-T 
activity, the serum concentration of this enzyme was 
reported within normal limits in all cases of acute 
pericarditis.2*>5 We have recently observed two 
patients with classical cases of acute nonspecific 
pericarditis with elevated sco-T levels. So far as 
could be determined these are the first cases in which 
elevated sco-T levels were noted in patients with 
acute nonspecific pericarditis, and the observation 
raises some question as to the usefulness of this test 
in the differential diagnosis of acute myocardial 
infarction and acute nonspecific pericarditis. 


Case 1. The patient, a 46-year-old man, was well 
until about 9:30 p.m., July 24, 1956, when he noted 
the gradual onset of a squeezing pain in the left 
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parasternal area from the second to the sixth inter- 
spaces. The pain was constant but was accentuated 
from the outset by breathing, sneezing, coughing or 
motion of the body, particularly by lying on the left 
side. There was no associated increased diaphoresis 
or dyspnea other than that occasioned by the shallow, 
splintered respiration. However, the patient said that 
for about a week before the onset of pain, he had 
daily chilly sensations associated with nocturnal ele- 
vation of body temperature and generalized weak- 
ness. 

No evidence of cardiac symptoms or of previous 
involvement of the pericardium was obtained from 
the history. 

The patient was first seen at noon on July 25, 
1956. At that time, he was extremely apprehensive 
and was obviously in respiratory distress. There was 
no evidence of cervical venous distention. A few 
subcrepitant rales were audible at both lung bases 


. posteriorally. The left heart border was at the mid- 


clavicular line in the fifth interspace. The heart 
sounds were distant. The aortic second sound was 
greater than the pulmonic second sound. There was 
a loud friction rub synchronous with the heart beat 
with systolic and diastolic components, loudest in 
the fourth interspace at the left parasternal line. The 
blood pressure was 120/74 mm. of mercury, without 
paradoxical pulsation. There was no hepatomegaly 
or peripheral edema. All the peripheral pulses were 
palpated. The oral temperature was 101°F. The 
patient was put in hospital. 

Leukocytes numbered 8,500 per mm. of blood, 
with normal differential of forms. Results of urin- 
alysis were within normal limits. The erythrocyte 
sedimentation rate (Wintrobe) was 24 mm. in one 
hour, corrected. The antistreptolysin titer was 100 
Todd units. 

Serum transaminase levels, determined by the 
Karmen method,* were 42 units on July 25, 75 units 
on July 26, and 40 units on July 27 (normal range, 
under 40 units). Electrocardiographic tracings were 
typical of acute pericarditis—decidedly elevated 
RS-T segments with an upward concavity in leads I, 
II, AVI, and V3 to V6, and absence of reciprocal 
changes. No abnormalities were seen in an x-ray 
film of the chest. 

The oral temperature rose to 101°F the first two 
days, subsequently was normal. The pain disap- 
peared in three days. Pericardial friction rub per- 
sisted for two days. Results of cephalin cholesterol 
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flocculation, thymol turbidity, and serum amylase 
tests were within normal limits. The patient was 
discharged from the hospital on the eighth hospital 
day, afebrile, symptom-free and with only minimal 
residual elevation of the RS-T segments, and with a 


normal arm-to-tongue circulation time (15 seconds, 
Decholin®) . 


Case 2. The patient, a 46-year-old man, was well 
until August 1, 1956, when he awakened from sleep 
with left precordial pain. Sharp in nature, the pain 
was accentuated by inspiring, coughing, changing 
position, leaning over; it was alleviated by sitting up. 

When first seen on August 2, 1956, the patient 
was in only mild distress. There was no cervical 
venous distention. Inspiratory subcrepitant rales 
were audible at both lung bases posteriorally. No 
abnormalities were noted on examination of the 
heart. The blood pressure was 130/70 mm. of mer- 
cury without paradoxical pulsation. 

At the time of admittance to hospital, leukocytes 
numbered 7,200 per cu. mm. of blood, with a normal 
differential of cells. Serum transaminase levels (Kar- 
men method) were 16 units on August 2, 52 units on 
August 3, 38 units on August 7 and 21 units on 
August 8. Electrocardiographic tracings showed a 
classical evolution of acute pericarditis. X-ray 
films of the chest showed bilateral pneumonitis with 
minimal cardiac enlargement. These abnormalities 
subsequently disappeared. The patient was dis- 
charged from the hospital on August 11, 1956, 
symptom-free, afebrile, with a normal arm-to-tongue 
circulation time and with minimal residual Rs-T seg- 
ment elevations. 


DISCUSSION 


There can be little doubt that the patients in the 
cases herein reported had acute nonspecific pericar- 
ditis, as shown by the relation of the pain to respira- 
tion, coughing, sneezing and bodily movement; as 
shown by the early onset and persistence of the 
pericardial friction rub in the first patient without 
anticoagulant therapy; and as shown by the pro- 
dromal period of chills and fever, and the presence 
of almost universal elevation of RS-T segments, with- 
out the presence of Q waves or receding R waves 
and with the concave portion of the elevated Rs-T 
segments being directed upward. In the absence of 
liver disease, pancreatic disease or evidence of oc- 
clusion of any visceral vessels, it is logical to sup- 
pose that the elevated sco-T activity originated from 
subepicardial myocarditis due to the associated con- 
tiguous pericarditis. That this reasoning is probably 
sound is attested by the fact that the RS-T segment 
elevations seen in pericarditis are attributed to sub- 
epicardial myocarditis. 


It is therefore reasonable to assume that the sco-T 
activity may arise in acute pericarditis if a suffi- 
ciently large area of myocardium is involved.’ That 
elevated levels of this enzyme have not been noted 
heretofore in acute pericarditis may be due to the 
fact that the pericarditis in other reported cases was 
more localized or that serial determinations were 
not done or were done too late. 

Regardless of which explanation may pertain in 
the individual case, the fact that sco-T levels may 
rise in acute nonspecific pericarditis should make 
one hesitant in our present state of knowledge to 
differentiate acute myocardial infarction from acute 
nonspecific pericarditis by abnormal elevations of 
SGO-T activity. 

It may well be true that as more knowledge of 
SGO-T activity in acute pericarditis evolves, a quan- 
titative distinction will be found in serum trans- 
aminase levels between myocardial infarction and 
pericarditis. 


SUMMARY 


The observation of elevated serum glutamic oxala- 
cetic transaminase levels in two cases of acute non- 
specific pericarditis casts doubt upon the value of 
sGo-T determinations as a means of distinguishing 
between that condition and acute myocardial in- 
farction. 

1134 South Robertson Boulevard, Los Angeles 35. 
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Mental Health Services 


Provision for establishing mental health services for 
the people of California in their own county areas 
was made by the 1957 State Legislature. The pro- 
gram will go into effect this fall and is expected to 
redound to the benefit of all the people, whether they 
be patients or taxpayers. 

Passage of this legislation followed two years of 
extremely active campaigning by many organiza- 
tions and individuals interested in the mental health 
of the state. In 1955 some of these interests presented 
a bill to the State Legislature to set up a system of 
community mental health facilities. The California 
Medical Association opposed this measure at that 
time, for sound reasons which some of the more 
vociferous proponents of the bill either overlooked 
or failed to understand. With the present measure 
about to go into effect, the position of the C.M.A. 
should be made clear. 

In the 1955 measure it was proposed that mental 
health centers be established, on a county option 
basis, in all counties with more than a specified 
minimum population, the county and the state to 
share in all costs. These centers would have been 
directed by boards of local residents, appointed lo- 
cally but subject to approval by the State Depart- 
ment of Mental Hygiene. In other sections as well, 
the bill provided for supervision by the state of 
activities which were presumably to be under local 
control. 

It was this bill that the C.M.A. opposed, success- 
fully. C.M.A.’s opposition was based on the fact that 
there appeared to be too much state control under 
the measure—that whereas the legislation had been 
presented to a great many groups and organizations 
throughout the state as a “home town” program, it 
became, through numerous provisions in the bill 
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itself, a state mental hygiene measure in which the 
local interest would seem to be lost. 

On top of that, there appeared to be in the 1955 
bill the possibility of diverting funds appropriated 
for the care of the mentally ill into building pro- 
grams to house the therapeutic activities. There was 
also a question of the possible staffing of such facili- 
ties in light of a shortage of qualified psychiatrists 
in our state institutions. The alternative to such staff- 
ing seemed to be the use of psychologists and psy- 


' chiatric social workers. If that pattern had been 


followed, one of medicine’s prime objectives in treat- 
ing the mentally ill would have been lost—namely, 
the treating of the whole body of a mentally ill per- 
son. While psychologists and psychiatric social work- 
ers are fully recognized as having a place in the 
field of psychiatric treatment, medicine holds that 
only the scientific training of the physician is 
adequate to cope with the multitudinous facets of 
mental illness, many of which are expressed in 
physical terms. 

While the C.M.A. took the unpopular public posi- 
tion of opposing the 1955 legislation, and thus in- 
curred the wrath of many well-meaning people, it 
proposed to the State Legislature that the problem 
be given further study; it also promised to inves- 
tigate the entire problem on its own and to come 
up with a proposal which would meet the need for 
community mental health services and protect both 
the communities involved and the scientific approach 
to the problem. 

Such a proposal was evolved by the C.M.A. Com- 
mittee on Mental Health, working with legal counsel 
and legislative representatives. This program was 
embodied in Senate Bills 244 and 245 of the 1957 
State Legislature, both of which were passed by the 
Legislature and signed by the governor. Both bills 
found practically unanimous approval among the 
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mental health societies and other interested organ- 
izations in California. Some amendments were 
agreed upon, within the framework of the original 
proposal, none of which would change the primary 
intent of the legislation. 

Under the terms of the new laws, mental health 
services may be established in a county, with the 
state sharing the cost, where such services are set up 
and operated in conjunction with general hospitals. 
This requirement recognizes mental illness as a dis- 
ease which should be treated as bodily illnesses are 
treated, in hospitals where recognized medical staffs 
are available. 

County option will still prevail. There is no re- 
quirement that a county must establish these services, 
but if it chooses to do so, the state will share the 
cost with the county. 

Underlying the entire philosophy of this program 
is the recognition by all concerned that many mental 
illnesses do not require custodial confinement but 
may be adequately treated in the patient’s own com- 
munity. Where such treatment is effective, the patient 
is saved the tribulations of confinement in a state 
institution and the state is saved the expense of 
building, staffing and maintaining large mental 
hospitals. 

With the interest shown by so many organiza- 
tions in the subject of mental health in the past two 
years, it is obvious that many counties will under- 
take this program and, on their own initiative, 
proceed to handle as much of the mental health case 
load at home as is possible. Medicine has a great 
stake in this program, in demonstrating the value 
of early and local treatment of many mental ill- 
nesses. Success of the program would doubtless spell 
an end to an ever-growing state program of mental 
hospital construction and operation, with its at- 
tendant centralization of authority and increase of 
costs. 

Medical societies throughout California will be 
called upon to cooperate and to participate in these 
local programs and the profession has indicated 
every evidence of being ready to take its proper 
part. With the expressed interest of so many people, 
the community mental health program seems to be 
getting off to a fine start, with every prospect of 
success, 


You and Your Mail 


PHYSICIANS AS A CLASS plead guilty readily, almost 
enthusiastically, to being poor correspondents. In 
their busy offices they find little time to keep up with 
the daily mail, even to the extent of glancing through 
it to find out what it may contain. 


In these circumstances, many physicians turn over 
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to their secretaries the task of opening and classify- 
ing the daily mail. And many secretaries, in turn, 
take pride in winnowing out everything that doesn’t 
look important on the surface. This saves the phy- 
sician’s time. 

Admittedly, physicians receive a lot of mail they 
don’t want. Their names appear on many commer- 
cial mailing lists which open them up to solicitation 
for any number of products, merchandise or phil- 
anthropic causes. They receive drug samples without 
number, reprints of scientific articles in which they 
have no interest, advertising material and other 
pamphlets which end up in the wastebasket. This is 
par for the course. 

Physicians also receive communications from their 
medical societies from time to time. Each society 
strives to keep its mailings to a minimum, both as a 
means of saving wear and tear on its members and 
of saving costs, but some mailings are inevitable. 

The California Medical Association follows this 
policy and its mailings to its membership are kept to 
a bare minimum at all times. It does send out a 
monthly journal; it announces postgraduate training 
courses open to C.M.A. members; it sends Newslet- 
ter, a concise report on items of general interest in 
the field of better public relations for physicians; 
and from time to time it sends out up-to-date infor- 
mation on Medicare and on industrial medical and 
surgical fees. 

Unfortunately, some office secretaries seem to re- 
gard anything bearing the C.M.A. name as just so 
much more advertising. Witness the girl (there are 
quite a few like her) who threw away, unopened, 
an envelope from the C.M.A. containing a check to 
reimburse her employer for expenses incurred in 
attending an official committee meeting. Or the sec- 
retary who disposed of a new industrial fee schedule 
and, thirty days later, wondered why her billings to 
employers and insurance carriers were snafu. These 
are but two of many examples. 

During the next thirty days or so the C.M.A. will 
send out a new industrial fee schedule. It will also 
mail to all members new information on the Medi- 
care program and fees. There may be additional 
mailings as well. 

Since it costs about $1,200 to make a simple letter 
mailing to all C.M.A. members, the Association does 
not undertake mailings lightly. When information 
which should be widely disseminated comes to hand, 
it is the Association’s duty to communicate with its 
members and keep them advised. 

When you see a C.M.A. envelope in your mail, 
you may count upon its containing something of 
value to the entire statewide membership. Your dis- 
crimination is urged when such missives drop 
through your mail slot. 

Secretaries, please read. 
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MEDICAL ASSOCIATION 


Council Meeting Minutes 


Tentative Draft: Minutes of the 426th Meeting of 
the Council, Mark Hopkins Hotel, San Francisco, 
July 13, 1957. " 


The meeting was called to order by Chairman 
Lum in the Argonaut Room of the Mark Hopkins 
Hotel, San Francisco, on Saturday, July 13, 1957, at 
9:30 a.m. 


Roll Call: 


Present were President MacDonald, President- 
Elect West, Secretary Daniels, Editor Wilbur, 
Speaker Doyle, Vice-Speaker O’Neill, and Councilors 
MacLaggan, Wheeler, Foster, Pearman, Harrington, 
McPharlin, Sherman, Lum, Bostick, Teall, Kirchner, 
Reynolds, Varden, Heron and Rosenow. 

Absent for cause: Councilors Carey and Wads- 
worth. 

A quorum present and acting. 

Present by invitation were Messrs. Hunton, 
Thomas, Clancy and Gillette of C.M.A. staff; Messrs. 
Hassard and Huber of legal counsel; Messrs. Read 
and Salisbury of the Public Health League of Cali- 
fornia; county society executive secretaries and 
assistants Geisert of Kern, Dochterman of Alameda- 
Contra Costa, Young and Pettis of Los Angeles, Ban- 
nister of Orange, Marvin of Riverside, Foster of Sac- 
ramento, Donmyer of San Bernardino, Nute of San 
Diego, Neick of San Francisco, Donovan and Colvin 
of Santa Clara, and Pearce of San Joaquin; Doctors 
J. L. Ludwig, Francis J. Cox, Walter E. Batchelder, 
Lewis T. Bullock, Malcolm Merrill, Wilbur Bailey 
and others; Doctor Jay Ward Smith, associate dean 
of Stanford Medical School; Doctor William Gar- 
denier and Messrs. K. L. Hamman, Richard Lyon 
and Wilson Wahlberg of California Physicians’ 
Service; Mr. Fred O. Field, legal counsel of the Los 
Angeles County Medical Association; Messrs. Her- 
bage and Moller of the State Department of Social 
Welfare, and several physician members of commit- 
tees meeting simultaneously. 
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Postgraduate Education Courses for 
1958 Annual Session 


An innovation in C.M.A. meetings is being 
planned for the 1958 Annual Session. It is pro- 
posed to offer three postgraduate education 
courses of 12 hours each in connection with the 
scientific meetings. It is expected that official 
credit would be given for these courses. 

As now planned, each of the three medical 
schools in Southern California would put on a 
course of three hours daily for the four days of 
the meeting. 

Present plans call for University of Southern 
California to handle a course on liver diseases. 
U.C.L.A. Medical School would present a course 
on abdominal pain and College of Medical Evan- 
gelists would take charge of a series on manage- 
ment of trauma. 

It is planned to make an admission charge 
for these courses, although the full details re- 
main to be worked out. 

Further announcements will be made when 
plans are completed. 


1. Minutes for Approval: 


(a) On motion duly made and seconded, minutes 
of the 424th Council meeting, held April 27 to May 
1, 1957, were approved. 


FRANK A. MacDONALD, M.D. 
FRANCIS E. WEST, M.D. 
JAMES C. DOYLE, M.D. . 

J. NORMAN O'NEILL, M.D. 
DONALD D. LUM, M.D. 
ALBERT C. DANIELS, M.D. Secretary-Treasurer 
IVAN C. HERON, M.D. Chairman, Executive Committee 
DWIGHT L. WILBUR, M.D. . ‘ Editor 
JOHN HUNTON... .. . . . Executive Secretary 

General Office, 450 Sutter Street, San Francisco 8 


ED CLANCY 


President 
President-Elect 
Speaker 
Vice-Speaker 
Council Chairman 


Director of Public Relations 


Southern California Office: 
417 South Hill Street, Los Angeles 13 * Phone MAdison 6-0683 


175 





(b) On motion duly made and seconded, minutes 
of the 425th Council meeting, held May 1, 1957, 
were approved. 

(c) On motion duly made and seconded, minutes 
of the 264th Executive Committee meeting, held 
May 1, 1957, were approved. 

(d) Approval was also moved, seconded, and 
voted for a report on a telephone conference by the 
Executive Committee on June 6, 1957, for the pur- 
pose of naming special committees. 


2. Membership: 

(a) A report of membership as of July 12, 1957, 
was presented and ordered filed. 

(b) On motion duly made and seconded, 409 de- 
linquent members whose dues had been received 
since the May 1 Council meeting were voted rein- 
statement. 


(c) On motion duly made and seconded in each 
instance, three applicants were voted Retired Mem- 
bership. These were: Mark Mizener, Los Angeles 
County; Charles J. Clock, San Bernardino County, 
and J. A. Wallace, San Bernardino County. 


(d) On motion duly made and seconded in each 
instance, 18 applicants were voted Associate Mem- 
bership. These were: Julian P. Adamson, Alan 
Foord, Elvira Goettsch, Alameda-Contra Costa 
County; Carl P. Dahlen, Aram Glorig, Virgil Han- 
son, Donald W. Leik, Curtis Edward Miller, Los 
Angeles County; Edward A. Miller, Clarence C. My- 
ers, San Diego County; Thomas E. Elbers, Ralph W. 
Weilerstein, San Francisco County; Arthur F. 
James, San Luis Obispo County; Elizabeth Corbett, 
Robert Cragin, Kenneth C. Hayes, Santa Clara 
County; Paul C. Turner, Solano County; John T. 
Wallace, Yolo County. 


(e) On motion duly made and seconded, reduc- 


tions of dues were voted for 23 members for reasons 
of prolonged illness or postgraduate study. 


3. Financial: 


(a) A report of bank balances as of July 12, 
1957, was presented and ordered filed. 

(b) Chairman Heron of the Auditing Committee 
reported that a repayment of $5,000 plus interest 
had been made by the Central California Blood Bank 
on loans advanced to it. 

(c) On motion duly made and seconded, approval 
was voted for a statement of $6,000 for extraor- 
dinary legal services. 

(d) Mr. Hunton reported that certified public 
accountants were currently engaged in their annual 
audit of the Association’s books and that the fiscal 
year audited report would soon be forthcoming. 


(e) Councilor Sherman reminded the Council of 
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an action taken two years earlier under which the 
Association would assume certain expenses in con- 
nection with the Annual Session of the American 
Medical Association in San Francisco in 1958. 


4. Industrial Medical Fees: 


Doctor Francis J. Cox reported that the Industrial 
Accident Commission of the State of California had 
adopted an order providing increased fees for cer- 
tain procedures in industrial accident cases (pri- 
marily office and hospital visits) and that the new 
fees would be in effect on October 1, 1957. 


5. Public Welfare Law: 


Doctor Francis J. Cox reported that the Committee 
on Fees had discussed the basis for fee recommen- 
dations to apply in public welfare assistance cases 
under terms of Assembly Bill 679 as adopted by the 
1957 State Legislature. The committee felt, he stated, 
that the basis of negotiations with any governmental 
agency should be the same as for all such agencies. 


After considerable discussion, it was regularly 
moved, seconded and voted that the matter of public 
assistance medical care program be considered as an 
individual matter and not in concert with any other 
program. 

On motion duly made and seconded it was voted 
that the Council, in the light of the unknown inci- 
dence of care under the new public assistance law 
and the economic status of assistance recipients, au- 
thorizes its advisory committee to suggest a reduced 
factor under the relative value studies. 


6. Aid to Needy Children: 


Doctor Donald C. Harrington, chairman of the 
Advisory Committee, reported that the principal 
need for children under the public assistance law 
was for dental care. His committee was authorized 
to defer to the dental association for the major por- 
tion of this program, except for emergency medical 
calls. 


7. Rehabilitation of the Physically Handicapped: 


Doctor Cox urged the members of the Council to 
have the county medical societies in their areas take 
a greater interest in the problems of rehabilitation 
of the physically handicapped. He also asked that 
suitable representatives be chosen to represent the 
profession at the forthcoming Governor’s Conference 
on Rehabilitation, scheduled for the coming fall. 


8. Union Health and Welfare Funds: 


Doctor Heron, chairman of the Executive Commit- 
tee, submitted a statement proposed as a reply to 
several health and welfare fund trustees who had 
asked the cooperation of the Association. On motion 
duly made and seconded, the statement, as amended, 
was approved. 
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9. Medicare: 


Doctor J. L. Ludwig reported that the Medicare 
contract with the Department of Defense had been 
extended to February 28, 1958, prior to which time 
negotiations for a formal contract renewal will be 
held. He also reported that several fees in the pres- 
ent contract would be reviewed during the period of 
contract extension. The report was voted approval 
and it was regularly moved, seconded and voted to 
refer to the Committee on Government-Financed 
Medical Care Programs the question of working to- 
ward minimum fees in the renewed contract for this 
program. 


10. Association Activities: 


Following rising from executive session, it was 
regularly moved, seconded and voted that a firm of 
business analysts be retained by the Executive Com- 
mittee to review the organizational setup of the 
Association in contemplation of increased activities. 


11. Medical Review and Advisory Board: 


Chairman Lum read to the Council a progress re- 
port submitted by Doctor Joseph F. Sadusk, Jr., 
chairman of the Medical Review and Advisory 
Board. On motion duly made and seconded, it was 
voted that the Council Chairman consult with Doctor 
Sadusk and ask for an outline of the board’s plans 
for presentation at the next meeting of the Executive 
Committee. 


12. California Physicians’ Service: 


Doctor T. Eric Reynolds, Councilor and President 
of California Physicians’ Service, presented a prog- 
ress report on C.P.S. activities and its current mem- 
bership status. 


13. State Department of Public Health: 


Doctor Malcolm Merrill, State Director of Public 
Health, reported that the incidence of poliomyelitis 
this year is about one-half that of the 1956 season. 
Vaccine is on order for the entire state program but 
has not yet been completely delivered. 

Relative to the Asian influenza, Doctor Merrill 
reported that some increase has been noted in upper 
respiratory illness and that the Far Eastern strain of 
Type A influenza virus has been isolated in Califor- 
nia cases. The department is not now recommending 
vaccination or any changes in vacation plans. 

Doctor Merrill also reported that the alcoholic re- 
habilitation program, under terms of new legislation, 
will become a part of the Department of Public 
Health on September 7, 1957. Legislation to provide 
vaccination of dogs in areas declared to be rabies 
epidemic will also go into effect on that date. 


14. Commission and Committee Members: 


Doctor Rosenow, who was chairman of a nom- 
inating committee for commission and committee 


VOL. 87, NO. 3 + SEPTEMBER 1957 


members at the 1957 Annual Session, asked that 
Doctors Edward M. Butt and David A. Wood be 
named as members of the Cancer Commission and 
Doctors Leon P. Fox, Dominic DeSanto and Carlton 
L. Ould be named as members of the Advisory Com- 
mittee. He also suggested that Doctor Walter A. 
Macpherson be named chairman of the Committee 
on Medical Education and Hospitals and be placed 
on the Commission on Medical Education. For the 
new Committee on Rehabilitation, he nominated 
Doctors Francis M. McKeever as chairman and 
Carleton Mathewson, Elizabeth Austin, Claude P. 
Calloway and Gordon Williams as members. On 
motion duly made and seconded, these appointments 
were approved. 


15. Committee on Postgraduate Activities: 


Doctor Rosenow reported that a pharmaceutical 
firm was interested in meeting the cost of publishing 
and distributing the Medical Dates Bulletin of the 
Committee on Postgraduate Activities and would not 
run any product advertising in the bulletin. It was 
regularly moved, seconded and voted to approve 
this offer. Approval was also voted to raise the in- 
stitute registration fee from $15 to $20 and the cir- 
cuit course fees from $15 and $25 for four or eight 
sessions to $20 and $30, respectively. 


16. Committee on Scientific Work: 


Doctor Albert C. Daniels, chairman of the Com- 
mittee on Scientific Work, reported that the com- 
mittee had discussed the possibility of making post- 
graduate courses a part of the Annual Session pro- 
gram and that the medical schools consulted had 
been encouraging. He also reported that the com- 
mittee had voted to hold the 1959 Annual Session 
in February and that accommodations would be 
available at that time. On motion duly made and 
seconded it was voted to approve this change of date. 


17. President’s Report: 


President MacDonald submitted several communi- 
cations which had been sent to him. A request from 
the California Psychological Association for a com- 
mittee to work with that organization was ordered 
referred to the Committee on Mental Health. Doctor 
MacDonald’s proposed reply to the State Director of 
Mental Hygiene, including a statement relative to 
proposed new community mental health centers, was 
approved. 

Doctor MacDonald also urged that important 
items to be placed before the Council or House of 
Delegates be circulated in adequate time before meet- 
ings so that voting members could study such items. 


18. California Medicine: 


Editor Wilbur recommended that Doctor Herman 
Allington be appointed to the Editorial Board on 
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dermatology, to succeed Doctor Harry J. Templeton, 
who has resigned because of ill health. On motion 
duly made and seconded, it was voted to accept Doc- 
tor Templeton’s resignation with regret and to name 
Doctor Allington to succeed him. 

A proposal that one complete issue of the journal 
be devoted to legal matters was ordered referred to 
the Editor and legal counsel. 


19. Resolutions Referred by House of Delegates: 


The Council considered several resolutions which 
had been referred by the House of Delegates. On 
resolutions No. 8, 38 and 40 it was pointed out that 
no action was needed because of actions taken by the 
State Legislature. Instructions were given the execu- 


Fees for Union Health and 
Welfare Plans 


Eprtor’s Note: Several months ago an insurance con- 
sultant to several trusts handling union health and 
welfare programs approached the California Medical 
Association with the proposition that the Association 
develop a schedule of indemnity payments under 
health insurance contracts which the physicians of 
California would accept as payment in full for their 
services. The Executive Committee later met with this 
consultant and with trustees, administrators and at- 
torneys for several of these trusts. The trustees rep- 
resented both employer and employee interests. The 
statement below resulted from that meeting. It was 
prepared by the Executive Committee and, after dis- 
-cussion and amendment, adopted by the Council of 
the Association. 

This is the first time the C.M.A. has gone publicly 
on record on some of the items included in the state- 
ment. It will be seen that the interests of the county 
medical societies and their individual members have 
been safeguarded by the Association. At the same 
time, the impossibility of converting indemnities of 
dollars into units of service is clearly demonstrated. 


To All Trustees of Union Health and Welfare Plans 
for the Construction Industry of Northern Cali- 
fornia 


Gentlemen: 


As evidence of our willingness to cooperate in 
the solution of problems revolving around the de- 
livery of medical care, the Executive Committee of 
the California Medical Association met with you, 
the Trustees of Health and Welfare Plans for the 
Construction Industry of Northern California, on 
April 10 of this year. 

As an outgrowth of that meeting we are, herewith, 
presenting the C.M.A.’s views; our attitude based 
upon the fundamental principle that the patients’ 
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tive secretary on the disposition of several other 
resolutions not referred to the Council but calling 
for specific actions. 


20. American Medical Association Committee: 


On motion duly made and seconded, it was voted 
to invite to California a special committee of the 
American Medical Association which is investigating 
various medical care plans. 


Adjournment: 


There being no further business to come before it, 
the meeting was adjourned at 5:50 p.m. 


Dona.p D. Lum, M.D., Chairman 
ALBERT C. Daniets, M.D., Secretary 


interest must remain uppermost in the minds of the 
discussants on both sides of the table at all times. 

The California Medical Association is a voluntary 
association of Doctors of Medicine in California. 
Membership in the C.M.A. is not a prerequisite to 
the right to practice in this state. 

An understanding of fundamental principles, ave- 
nues of approach to your specific problems, limita- 
tion of authority of C.M.A. over individual mem- 
bers and its policies should first be understood and 
outlined. 


Principles: 
1. C.M.A. believes in the principle of free choice 
of physician. 


2. C.M.A. recognizes the right of any individual 
or any group of individuals to select the type of 
medical care insurance program desired. Everyone 
is entitled to his free choice of medical care plans. 


3. C.M.A. stands ‘and has always stood unalterably 
in favor of the provision by physicians of a high 
quality of medical care to patients; individual pa- 
tients and those who are members of plans. 


4, C.M.A. is completely in accord with the prin- 
ciple that fees for services performed by physicians 
must be reasonable and related to the services per- 
formed and not to the amount or type of insurance 
available to the patients. C.M.A. recognizes there 
will be variations in fees because of geographical 
differences, varying degrees of training, skill, spe- 
cialization and experience of physicians; differing 
conditions encountered in treating individual pa- 
tients—usual versus unusual cases. 


The above principles represent tenets arrived at 
over C.M.A.’s many years of continued effort to pro- 
tect and safeguard the welfare of all patients. 
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C.M.A., guided by its democratically conceived 
organizational structure and its basic concepts as a 
voluntary association, cannot commit its individual 
members to comply with the regimentation suggested 
as the solution to your present problem. It should be 
understood that: 


1. The Association has no authority whatsoever 
to dictate to its members what fees they must accept 
for any particular service, whether it be service 
provided for an individual, a group, a trust fund; 
even for our own California Physicians’ Service. 
Likewise, C.M.A. cannot direct nor does it desire 
to force its members to perform any services under 
fixed or arbitrary schedules of compensation. 

2. C.M.A. is unwilling to recommend to or urge 
upon its membership a service plan with a manda- 
tory fee schedule except in cases of inadequate in- 
come. 

3. C.M.A. cannot make an agreement with any 
party, private or governmental, to the effect that its 
members will accept a predetermined schedule of 
fees as complete payment for services rendered. 
C.M.A. can recommend. C.M.A. cannot enforce. For 
example, the contract between the Department of the 
Army and C.M.A. implementing the provisions of 
Public Law 569 (Medicare) states that “. . . the 
Medical Association shall encourage physicians in 
the State of California to provide medical service 
for dependents of service personnel . . . a physician 
shall have the right to decline to participate under 
this program or to refuse any individual case with- 
out stating a reason therefor . . .” 


C.M.A. can and it willingly offers those services 
which are within its proper functions as a voluntary 
medical organization. 


1. C.M.A. offers for the serious consideration of 
your trust funds our widely accepted Relative Value 
studies which were developed after several years of 
careful analysis of medical services and surgical 
procedures. On the basis of your own experiences 
and statistical studies, it is our sincere belief that 
the application of these medical and surgical related 
values will help you to arrive at and establish a 
realistically integrated medical care program. 


2. C.M.A. offers its professional assistance to your 
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trusts in reviewing your payment schedules in ac- 
cordance with relative values. 


3. C.M.A. will continue to expand and emphasize 
(there are approximately four new physicians enter- 
ing the practice of medicine each day in California) 
its program of urging physicians and patients to dis- 
cuss in advance the prospective costs of surgical or 
other procedures. C.M.A. will cooperate with you to 
educate your beneficiaries on this phase of your 
problem. 


4. C.M.A. can and will urge its county medical 
societies to make their public service committees 
available to all trust fund administrators for the 
review of fees which appear to the administrators 
to be questionable. Such reviews, from our past ex- 
perience, will result in (a) the satisfactory adjust- 
ment of fees in relation to services performed, or 
(b) give assurance to the trust fund administrator 
that, based upon impartial, professional analysis, the 
fees are justifiable. 


In review, C.M.A. is aware of the problems and 
the responsibilities you have undertaken in selecting 
various forms of medical care insurance available on 
today’s spiraling market; today’s economy. We know 
that each plan offers advantages and disadvantages 
peculiar to its own operation and management. 

Your desire to obtain complete coverage for your 
members is quite understandable. However, your 


_problem, the provision of medical and surgical serv- 


ices to a great number of people is not new. Though 
C.M.A. has been studying it for the past 40 years, 
we will be the first to admit that we do not yet have 
all the positive answers. 

We believe that cooperation between trustees and 
C.M.A. is highly desirable. We freely offer you this 
cooperation in the sincere belief that it will bring 
about a better understanding of mutual problems. 

Our Executive Committee has been instructed to 
continue further discussion with you and to develop 
the proposals herein stated and any additional points 
disclosed. We are most sincere in our desire to work 
with you in the problems presented. We are positive 
that if we can continue our discussions in this at- 
mosphere, we will mutually be assured of progress. 


(Statement approved by the Council of the California 
Medical Association, July 13, 1957.) 













The California Tumor Registry 


In 1947 THE GROWING INTEREST in cancer in Cali- 
fornia led to the development of a central tumor 
registry in the State Department of Public Health. 
From its inception, the Registry has had the support 
of the Cancer Commission of the California Medical 
Association, the California Hospital Association, 
and the California Association of Medical Record 
Librarians. In accordance with a recommendation 
of the American College of Surgeons, and upon 
request of the State Director of Public Health, the 
California Medical Association established a formal 
Tumor Registry Advisory Committee in March 1956. 


This report describes the purposes, organization 
and functions of the California Tumor Registry and 
presents brief excerpts of its findings. 


PURPOSES OF THE CALIFORNIA TUMOR REGISTRY 


Prior to the establishment of the California Tumor 
Registry, the data available on cancer in California 
were confined to mortality information and mor- 
bidity studies of special groups of patients, usually 
of a single hospital,” and the surveys made by the 
National Cancer Institute in the San Francisco Bay 
Area’ in 1937 and 1947. Mortality data do not 
adequately describe the pattern of morbidity since 
successfully treated cases of cancer are not reflected 
in mortality figures. A central purpose of establish- 
ing the Registry was to provide more general data 
on cancer morbidity in California. 


This body of information provides a means of 
studying the survival experience of cancer patients 
in the average general hospital and of evaluating 
the progress made in bringing the disease under 
control. Such survival information has not been 
available, particularly for nonteaching hospitals. It 
is needed for evaluation of individual hospital ex- 
perience as well as for study of general trends. Data 
on the number and characteristics of persons afflicted 
with cancer are essential to evaluate cancer control 
methods, to advance knowledge of the epidemiology 
of cancer, to suggest leads for laboratory and clinical 
research, and to provide facts for professional and 
lay education. 


In addition to providing statistical information, 
the Registry performs the basic function of bene- 
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e The California Tumor Registry was started in 
1947. It consists of case abstracts of medical 
records on neoplasm patients seen in 40 hospi- 
tals in California and now contains data on more 
than 159,000 cases, with 15,000 new cases being 
added each year. Follow-up reports are requested 
annually on each case not known to be dead. 

The Registry is designed to (1) promote the 
continuing care of the patient, (2) to evaluate 
cancer control methods, (3) to advance knowl- 
edge of the epidemiology of cancer, and (4) to 
suggest leads for laboratory and clinical research. 

From a series of 110,628 neoplasm cases re- 
ported to the California Tumor Registry in 1942- 
1954, data are presented on 76,499 cancer cases 
initially diagnosed in reporting hospitals. Histo- 
pathologic confirmation, age, sex, stage, treat- 
ment, follow-up, and survival of cancer patients 
are discussed. Use of the Registry information 
for analyzing cancer experience for epidemio- 
logical study and for evaluation of treatment 
methods are also described. 

The report is intended to illustrate the types 
of data that can be obtained from the California 
Tumor Registry. More comprehensive reports on 


specific aspects of cancer control will be forth- 
coming. 


rr 


fiting the cancer patient by providing an effective 
system of follow-up, and thus aiding continuity of 
medical supervision. 


METHOD OF OPERATION 


The California Tumor Registry is a cooperative 
undertaking of a group of California hospitals and 
the State Department of Public Health, and is main- 
tained on an entirely voluntary basis. In agreeing to 
participate, a hospital contracts to report every ad- 
mission—inpatient or outpatient, public or private 
—with a diagnosis of reportable neoplasm; and to 
follow these cases until death. 

The program originated as a pilot study in 1947 
with three county hospitals and six private hospitals 
participating. Medical records of neoplasm cases 
with hospital discharge dates beginning January 1, 
1942 were abstracted to establish a backlog of ex- 
perience. From time to time other hospitals requested 
entry to the Registry. As of January 1957, 40 hos- 
pitals,” representing about one-third of the beds in 
general hospitals in California, reported 159,000 


"Of these 25 are private, 12 are county, one is a large tumor clinic, 
one a state hospital, and one participant is a private pathologist. 
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cases of neoplastic disease. Approximately 15,000 
new cases are now being added each year. 


Each hospital maintains its own tumor registry. 
The registry worker in the hospital abstracts onto 
a standard abstract form the identifying, diagnostic, 
and treatment information from medical records of 
neoplasm cases seen in the institution. The informa- 
tion on this initial report form summarizes the data 
on the patient during the period of first admission 
to the reporting hospital for the reportable condi- 
tion, and also during the three-month period follow- 
ing discharge in order to obtain any additional 
diagnostic and treatment data that may be available. 
One copy of the abstract remains in the hospital 
tumor registry ; another is forwarded to and becomes 
a part of the California Tumor Registry. 

The hospital follows each registered case at least 
annually. The Central Registry requests the hospital 
for a summary of the follow-up information, whether 
alive or dead, with or without the neoplasm present, 
on each case reported from that hospital. These re- 
quests for follow-up data are sent to the hospital 
during the patient’s anniversary month of admission, 
which helps maintain an even work-load of abstract- 
ing and follow-up work in the local registry. 


The Central Registry maintains close personal 
contact with the hospital registry workers. Statistical 
consultants in the central office advise the registry 
workers in each hospital on methods for completing 
the initial abstract and follow-up forms in order to 
insure uniformity of records. Upon receipt of the 
records in the central office, they are carefully edited 
for completeness and consistency, indexed, and then 
coded according to a classification agreed upon by 
the central and local registries. The Cancer Con- 
sultant of the State Department of Public Health 
guides the coding unit in the proper interpretation 
of the medical information contained in the tumor 
records. Thus the recorded information is uniformly 
interpreted regardless of what hospital the record 
comes from. Identifying, diagnostic, treatment, and 
follow-up information on each case is recorded on 
one tabulating card, which is used for statistical 
purposes and for initiating follow-up each year. 


The California Tumor Registry is basically a hos- 
pital operation with the State Department of Public 
Health providing certain services such as records, 
consultation, workshops for hospital registry per- 
sonnel, processing services, death clearance, statis- 
tical reports, and financial support. The California 
Tumor Registry also assists hospitals, both partici- 
pating and nonparticipating, in the organization of 
a registry and in training registry workers. Two 
manuals, the Guides to the Organization and Use of 
Tumor Registry Records and the Tumor Registry 
Handbook, have been written, based on the experi- 
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ences of the California Tumor Registry with mem- 
ber hospital registries, and issued to many hospitals. 
The “Guides” outlines in detail a simple and efficient 
registry system that will facilitate abstracting, follow- 
up, and preparation of statistical reports. The 
“Handbook” describes a method for abstracting 
clinical material onto the abstract and follow-up 
forms and defines the terms used. 


Since 1954, 78 additional hospitals have requested 
assistance and participation in the California Tumor 
Registry. They cannot become a part of the Registry 
at present because of budget limitations. 


DESCRIPTION OF REGISTERED CASES 


Cases Included in This Series 


The data to be presented in this report pertain to 
cases admitted to 36 hospitals through 1954. There 
is an unduplicated count of 110,628 neoplasm cases 
in this series—104,430 malignant and 6,198 poten- 
tially malignant neoplasms. The following analysis 
is restricted to 76,499 cases with malignant neo- 
plasms that were initially diagnosed in hospitals 
reporting to the California Tumor Registry; the 
remaining cases had been diagnosed elsewhere prior 
to admission to the reporting hospital, or this point 
was not clear from the records, 


Approximately 80 per cent of the cases came from 


_19 hospitals which reported for the entire period 


1942-1954; about 20 per cent from 17 hospitals 
which reported for only part of these years. 


A study was made comparing the mortality pat- 
tern of the Tumor Registry cases with that of the 
entire state. The type, size, and geographic location 
of the hospitals in the Registry were also compared 
with the distribution of all hospitals. The study 
showed that the distribution of deaths by site and 
the hospitals in the Registry were generally repre- 
sentative of the state. It should be noted, however, 
that since certain sites of cancer, notably skin, may 
be diagnosed and treated to a considerable extent 
outside of hospitals, these data underestimate the 
frequency of such sites. 


Histopathologic Confirmation 


Microscopic examination is the decisive factor in 
the diagnosis of cancer. Not only the fact of malig- 
nancy but the type of neoplasm and grade of 
growth may best be determined by microscopic 
examination of a portion of the suspected tumor. 
Histopathology often has been used to guide the 
kind and extent of treatment which is given. 

The proportion of diagnoses confirmed by his- 
topathology roughly indicates the accuracy of diag- 
nosis in a group of cancer cases. Confirmation by 
histopathologic examination ought to approach 












TABLE 1.—Registered Cancer Cases Confirmed by Histopathology 
by Year of First Diagnosis, 1942-1954 


Year of First 
Diagnosis 


Confirmed by Histopathology 


Total Cases Number Per Cent 


Scocitrees 66,923 87.5 
2,769 80.0 
2,711 80.3 
2,716 79.0 
2,833 78.2 
3,424 81.7 
4,337 83.6 
4.440 85.1 
5,218 87.6 
6,027 89.8 
6,884 91.2 
7,939 91.4 
8,675 93.0 





9,350 91.5 


TABLE 2.—Site* of Registered Cancer Cases Confirmed by 
Histopathology, 1942-1954 


Confirmed by Histopathology 


Selected Sites Total Cases Number Per Cent 





(lc abess 76,499 





66,923 87.5 


Buccal cavity and 


pharynx ............... 2,995 2,805 93.7 
Stomach ................ 4,928 3,518 71.4 
eS eee 3,917 3,523 89.9 
Trachea, bronchus 

and lung ............ 4,255 3,452 81.1 
I cae cc cis 9,476 8,713 91.9 
Cervix uteri .......... 4,820 4,476 92.9 
Uterus, other than 

OE Aree gs oo 2,624 2,494 95.0 
5, 4,381 3,315 75.7 
| eee 7,870 7,409 94.1 
Lymphatic and 

hematopoietic 

Re 4,281 3,713 86.7 
All other sites ...... 26,952 23,505 87.2 


*W.H.O., International Statistical Classification, Sixth Revision, 
used throughout text. 


109 per cent. The use of microscopic study has in- 
creased during recent years in the hospitals par- 
ticipating in the California Tumor Registry, with 
91.5 per cent of the cancer cases diagnosed in 1954 
confirmed by histopathology (see Table 1). 


Although more than 9,500 of the cases in this 
series were not microscopically confirmed, they are 
included in the analysis. This is a report on cases 
reported to the California Tumor Registry that are 
listed as cancer in the participating hospitals. One 
of the reasons for the lack of confirmation may be 
that some lesions appeared so positively cancerous 
upon clinical examination that microscopic examin- 
ation was considered unnecessary. For example, 96.0 
per cent of the localized cases were confirmed; for 
metastatic lesions it was only 80.4 per cent. 


As might be expected, the proportion of micro- 
scopically proven cases varies fairly directly with 
the accessibility of the site (see Table 2). For ex- 
ample, more than 90 per cent of the cases with can- 
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Chart 1.—Age distribution in registered cancer cases. 


cer of the buccal cavity and pharynx, breast, uterus, 
and skin were confirmed by histopathology. Stomach 
and prostate showed the lowest percentages with 
microscopic diagnoses. 


Age Distribution of Registered Cases 


Although cancer is usually considered a disease 
of older people, it is by no means rare in children 
and young adults. Chart 1, which shows the age 
distribution of the cancer cases, reveals that cancer 
occurs at all ages. In this series 1,053 or 1.4 per cent 
of the total cases were children less than 15 years of 
age at diagnosis. Well over half of all cases affected 
were persons under 65 years of age. 


The age of cancer patients varies considerably 
from one site to another, with a difference of 20 
years in the average ages of cervix and prostate 
cases. The proportion of persons under 45 years of 
age at time of diagnosis are even more variable by 
site of cancer, as seen in the 0.5 per cent of prostate 
cases contrasted with the 36.8 per cent of cervix 
cases (Table 3). 


Sex Distribution of Registered Cancer Cases 


More female than male cancer cases were reported 
to the California Tumor Registry, the ratio being 
1.2 to 1. The proportion of cases by sex varies con- 
siderably with site of cancer. The largest differences 
occurred for breast where 99.0 per cent of the cases 
were female, and for lung where 82.5 per cent were 
male. 


The most common location of malignant neo- 
plasms among females was the breast, which ac- 
counted for 22.8 per cent of all female cases. Cancer 
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TABLE 3.—Age Distribution of Registered Cancer Cases by Site, 1942-1954 


Average Age Total Cases 





100.0 


100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 


Lymphatic and hematopoietic tissues 
All other sites 


of the uterus, the second most frequent site, con- 
stituted 18.1 per cent of the cases. Among males 
the largest proportion of cases 13.7 were of the skin; 
12.4 per cent prostate; 9.9 per cent lung, and 9.2 
per cent were of the stomach. 


Stage of Disease at Diagnosis 


The California Tumor Registry classifies a cancer 
as localized if, at diagnosis, the neoplasm appears 
to be confined to the organ in which it originated. 
If the cancer has spread to the regional lymph nodes 
or has progressed beyond the boundaries of the 
original organ by direct extension, it is considered 
to have regional and/or node involvement. A neo- 
plasm which has spread to another organ by means 
of blood or lymph channels beyond the regional 
lymph nodes is defined as having distant metastasis. 
Tumors of the lymphatic and hematopoietic tissues 
are not assigned a stage classification because they 
are considered to be a systemic malignancy. 

Since the stage of the disease is one of the factors 
which must be taken into account in studying the 
survival experience of cancer patients, it is important 
that the stage of the neoplasm be recorded in the 
tumor registry records. Stage was and still is poorly 
recorded in registry records of many hospitals. The 
Registry, by using the information contained in the 
hospital records, has helped to improve the quality 
of these records, In participating hospitals the re- 
cording of stage for all sites, excluding cases with 
cancer of the lymphatic and hematopoietic tissues, 
has improved from about 50 per cent in the time 
period 1942-1945 to more than 80 per cent in 1954. 

With neoplasms of the lymphatic and hematopoi- 
etic tissues excluded, 27.5 per cent were localized, 
17.4 per cent showed regional involvement, 24.0 per 
cent had distant metastasis, and 31.1 per cent of 
the cases did not have stage of disease recorded by 
the hospital tumor registry. At first glance Table 4 
seems to show an increase in the proportion of cases 
that were first seen while in the localized stage. It is 
interesting to note however, that as the proportion 
of cases with stage not recorded decreased the pro- 
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Under 15 15 to 24 25 to 44 45 to 64 65 and Over 


1.4 , 14.2 41.0 42.2 


0.7 : . 42.7 
ses . 39.7 


Buccal Cavity 
and Pharynx 


Stomach 


Rectum 
Trachea, Bronchus 
and Lung 


Gon ito- Urinary 
Organs and Breas 


Lymphatic and 
Hematopoietic 


Percent 


Chart 2.—Registered cancer cases by sex and site of 
cancer. 


TABLE 4.—Stage of Disease of Registered Cases* by Year of First 
Diagnosis, 1942-1954 


Year of First Total 
Admission Cases 


Distant Stage Not 
Metastasis Recorded 


Regional 


Localized Spread 


Total .... 100.0 27.5 17.4 24.0 31.1 


1942 ! 10.2 19.0 25.1 45.7 
10.8 16.5 23.7 49.0 
11.9 16.9 22.9 48.3 
12.0 17.3 22.9 47.8 
11.5 19.2 24.5 44.8 
15.2 17.5 23.6 43.7 
19.5 17.9 23.1 39.5 
27.0 22.2 21.5 29.3 
29.7 17.6 23.4 29.3 
1951 ! 39.4 15.1 25.2 20.3 
1952 ‘ 38.3 14.7 26.3 20.7 
38.7 15.4 25.0 20.9 
1954 , 38.6 18.9 23.4 19.1 


_ *Excludes 4,281 cancer cases of the lymphatic and hematopoietic 
tissues. 
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TABLE 5.—Type of Treatment Given During First Admission in Registered Cancer Cases by Site, 1942-1954 





Selected Sites 


Lymphatic and hematopoietic tissues 
All other sites. 


portion of localized increased. There was little vari- 
ation in the proportion of cases reported as first 
seen with regional involvement or distant metastasis. 


Treatment 


Treatment, as defined by the California Tumor 
Registry, includes all medical procedures directed 
toward destruction of the neoplasm during the first 
admission to the reporting hospital and the three- 
month period following discharge. Patients not 
treated (or with no record of treatment) during this 
limited period, as well as those which were never 
treated at all, fall into the “no treatment” category. 
Treated cases are classified as having received any 
one or combination of the following methods of 
therapy: Surgery, radiation, radioactive isotopes, 
chemotherapy or steroid therapy. 

In this report cases treated exclusively by radio- 
active isotopes, chemotherapy, steroid therapy, ful- 
guration, desiccation and curettage for skin and 
bladder tumors, and blood transfusions for leukemia 
have been grouped with “no treatment” cases into 
the category “other or no treatment.” 

The type of treatment given to a cancer patient 
is dependent upon the site of the cancer as well as 
other factors such as the stage of disease, the age, 
sex, and physical and emotional condition of the 
patient. Table 5 indicates that surgery, during the 
period of observation, was the main line of attack 
against most malignant neoplasms in the hospital 
cases studied. Radiation was the more common form 
of therapy for cancer of cervix uteri and the lym- 
phatic and hematopoietic tissues. 


Follow-up of Cancer Patients 


Follow-up of the cancer patient serves two im- 
portant purposes. It promotes continuing care of 
the cancer patient (one of the basic elements of a 
cancer control program). It also makes available 
a broad experience of survival data which can be 
analyzed with respect to site and type of tumor, stage 
of disease when first diagnosed, treatment given, 
and the factors of age, race, and sex of the patient. 
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Total Cases 


Other or No 
Treatment 


Surgery and 


Surgery Radiation Radiation 


45.2 12.8 4.5 37.5 


47.2 ; 4.4 17.9 
33.4 ; 0.1 65.6 
59.2 38.4 
16.5 70.5 
73.2 11.0 
16.3 16.5 
39.9 16.2 
58.1 
49.1 

8.9 
47.9 





_ 


~ 
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Marked progress has been made in follow-up by 
the California Tumor Registry since the first attempt 
in 1950 when nine hospitals reported follow-up in- 
formation on their cases. The over-all loss to follow- 
up (i.e., no information as to patient’s status during 
the preceding year) among 20,511 cases reported 
by these hospitals was 11.8 per cent. In 1952 these 
same hospitals followed a total of 31,024 cases and 
lost only 6.3 per cent. 


Results of the follow-up conducted by 27 hospitals 
in 1952 have been analyzed in some detail in Tables 
6, 7, 8, and 9. This follow-up included 43,507 cancer 
cases seen during the nine-year period 1942-1950 in 
nine county hospitals and 18 private hospitals. Sur- 
prisingly little variation is apparent in the percentage 
of lost cases by year of admission (see Table 6). 
While there may be less chance of locating a living 
patient as the years pass after his first admission, 
there is at the same time a greater chance of the 
patient dying and obtaining follow-up information 
from death records. 


Well over half of the cases in the group studied 
were found to be dead, either through death clear- 
ance by the Vital Records Section of the State De- 
partment of Public Health or by the hospitals, before 
follow-up was attempted. An additional 5 per cent 
of the cases were discovered to be dead by the hos- 
pitals in the course of follow-up (see Table 7). 


Contact with the private physician, hospitdl ad- 
mission, clinic visit, communication with the patient 
or other source gave evidence that 10,900 or 25.1 
per cent of the original group were still alive in 
1951 or 1952. The proportion of cases found alive 
was considerably greater for the private hospitals, 
probably owing to the greater number of terminal 
cases and patients of advanced age admitted to the 
county hospitals. The group of patients whose status 
was unknown was kept to a minimal 2.7 per cent by 
the county hospitals. 


The source of follow-up information indicates the 
extent to which cancer patients are remaining under 
medical care. Seventy per cent of the 10,900 cancer 
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TABLE 6.—Results of Follow-up on Registered Cancer Cases by Year of Admission, 1942-1950 





Status of Patient in 1951 or 1952 _ Per Cent Unknown _ a 
Alive Dead Unknown All Hospitals County Private 








10,900 29,467 3,140 


417 2,740 255 
421 2,683 280 
481 2,769 255 
556 2,812 280 
763 3,136 313 
1,292 3,167 388 
1,492 3,579 392 
2,328 4,230 508 
2,849 3,226 422 


11.4 


12.4 
13.2 
12.3 
12.2 
11.6 
12.0 
11.1 
11.2 

9.6 


NNWWWNENN bo 
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TABLE 7.—Status of Patient on Follow-up, 1942-1950 


Per Cent 
All Hospitals County Private All Hospitals County Private 


20,885 22,622 100.0 100.0 100.0 


Dead before follow-up ‘2.. 27,176 15,662 11,514 62.5 75.0 50.9 
Dead on follow-up 2,291 828 1,463 5.3 4.0 6.5 
PO cscs ti che aise oesos tcccsison duc iececcsidueatabiaeeaeniatond . 10,900 3,835 7,065 25.1 18.4 31.2 
Unknown 560 2,580 7.2 2.7 11.4 


patients found to be alive on follow-up had been TABLE 8.—Source of Follow-up Report 
examined by physicians during the preceding year. DI 

The data on continuity of medical care, of course, . wilipaains: siiaiiie Wii Pee 
do not take into account the number of patients 
upon whom follow-up data could not be obtained. , 100.0 100.0 
Assuming that a substantial number of “lost” pa- | (3,835) (7,065) 
tients could be found alive, and that they would be —Examination . 63.8 74.1 
less likely to be under medical care than those on Physician’s Office . 4.0 44.3 
whom a follow-up report had been obtained, the per- Hospital . 13.0 3.6 
centage of those seen by physicians would drop . 46.8 26.2 
below 70 per cent. Report : 36.2 25.9 

The results of the 1952 follow-up varied some- Patient or Relative . 24.3 14.1 
what by site. In general, the more fatal sites of : 11.9 11.8 
cancer (digestive organs, respiratory organs, and 
lymphatic and hematopoietic tissues) had fewer lost 
cases for the reason that these cases do not survive 
as long after diagnosis as do other cancer cases, and hiiin 
therefore follow-up is terminated. The highest losses en All Sen oe ee 

cE elected Sites Cases Alive Dead Unknown 

were among cases with neoplasms of the buccal cave 9 ———___ eS 
ity and pharynx, uterus (other than cervix), and 25.1 67.7 72 
skin. 





TABLE 9.—Results of Follow-up on Registered Cases by Site 


Buccal cavity and pharynx 2,212 33.0 56.3 10.7 


Survival in Registered Cancer Cases Stomach 7.4 88.8 3.8 


Reales of & teal ol : ; Rectum 20.0 748 5.1 
nalysis of the survival of cancer patients 1s Teaches, beenclien and 


based on 56,126 cases initially diagnosed in 1942- 45 926 28 
1952 in one of the 34 hospitals which reported — 349 582 6.9 
follow-up information in 1954. The inclusion of Corvin. west 342 58.0 7.8 
only those cases first diagnosed in reporting hos- —_ Uterus, other than cervix 389 49.7 114 
pitals provides a homogenous group for which sur- Prostate 16.6 762 7.2 
vival rates may be evaluated. All such cases— 503 39.1 106 
whether treated or untreated, “interesting” or “rou- Lymphatic and hemato- 

tine,” confirmed or not confirmed by microscopic poietic tissues el 84.9 4.1 
examination of tissue—are included in Table 10. All other sites 7.5 
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TABLE 10. ome: Three and Five-Year Survival fates for Selected 
Sites of Cancer by Stage, 1942-195. 





Survival Rate 
Number (P erCent) 
of Cases One Three Five 


Site and Stage of Disease Reported Year Year 


Total, all sites 56.1 38.9 


83.9 69.2 
Regional spread 56.3 33.9 
Distant metastasis ; 25.7 115 
Hemic or lymphatic origin 34.3 18.0 
Stage not recorded 17 63.3 45.4 


25.2 11.6 
Localized 245 57.2 38.9 
Regional spread 30.8 12.0 
Distant metastasis 13.2 3.7 
Stage not recorded 1,086 33.0 18.2 


56.8 32.1 
Localized 828 61.4 
Regional spread 58.6 28.3 
Distant metastasis 28.8 10.2 
Stage not recorded 61.2 


g 15.8 
Localized 19 36.3 
Regional spread 18.2 
Distant metastasis 5.8 
Stage not recorded 23.5 


Localized 
Regional spread 
Distant metastasis 
Stage not recorded 


Cervix uteri 
Localized 
Regional spread 
Distant metastasis 
Stage not recorded 


Uterus, other than cervix 
Localized 
Regional spread 
Distant metastasis 
Stage not recorded 


Prostate 
Localized 
Regional spread 
Distant metastasis 
Stage not recorded 


“California Tumor Registry, 34 hospitals. 


The table shows the proportion of cases alive at one, 
three, and five years after diagnosis of cancer for 
selected sites by stage of disease at diagnosis. 

The actuarial method which is designed to make 
use of all known information on each patient, was 
used to calculate survival rates. 

In this series of cases 6.2 per cent were lost to 
follow-up within one year of diagnosis, 7.8 per cent 
within three years of diagnosis, and 9.0 per cent 
within five years. To establish a follow-up system 
and to enter each case into the system immediately 
upon discharge of the patient is highly important 
to the success of a registry. It is difficult to locate 
a patient if there has been a break in contact al- 
though it may be possible that some of those re- 
corded as lost will later be found and reentered into 
the study as either alive or dead. 
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The number of years of survival of the cancer 
patient is dependent upon many factors, such as the 
site and type of cancer, the stage of disease at diag- 
nosis, the type of treatment given, and the age and 
sex of the patient. Table 10, for example, shows 
that cancer cases diagnosed while still in the local- 
ized stage have almost double (58.8 per cent) the 
five-year survival rate as those for all stages com- 
bined (30.8 per cent). Five-year survival for the 
group which had metastatic cancer at diagnosis is 
only 7.8 per cent. 

Survival rates also vary sharply according to site 
of disease. Of the seven sites for which rates are 
calculated, cases with cancer of the breast have the 
best chances for surviving five years, while lung and 
stomach cancer patients have the poorest prognosis. 


Other Information Recorded on Each Case 


In addition to the items described thus far, the 
following information is also recorded on the ab- 
stract form and punched onto a tabulating card for 
each case: Marital status, race, delay period from 
onset of chief complaint to first diagnosis, and type 
of admission to the hospital. Besides the fact that 
the patient received surgical treatment, the type of 
surgery performed is also recorded; i.e., simple or 
radical excision, partial, total or radical resection, 
partial or total amputation, or enucleation. 

The diagnosis is coded according to two classifica- 
tions: (1) World Health Organization, Manual of 
the International Statistical Classification of Dis- 
eases, Injuries, and Causes of Death, Sixth Revision, 
Adopted 1948, and (2) American Medical Associa- 
tion, Standard Nomenclature of Diseases and Opera- 
tions, Fourth Edition, 1952, which enables the pro- 
duction of data comparable to mortality statistics 
and data from other registries and also to have a 
detailed classification of site and type of cancer. 


USES OF CALIFORNIA TUMOR REGISTRY DATA 


While the hospital registry serves as a ready 
source of information to physicians in a single in- 
stitution, the California Tumor Registry also now 
makes available the combined experience of 40 
hospitals in the state. The accumulation of this great 
volume of diagnostic, treatment, and follow-up in- 
formation makes possible statistical analyses of the 
extent and nature of the cancer problem in Califor- 
nia on a scale not available in one hospital or one 
physician’s practice. 


Survival Rates of Cancer Patients 


One of the more important features of the Cali- 
fornia Tumor Registry is the possibility of measuring 
survival for a comprehensive group of cancer cases. 
Determination of the course of the disease and the 
length of survival of the cancer patient through 
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continuous follow-up permits the evaluation of cur- 
rent control methods as applied in California. 

For the Third National Cancer Conference, held 
in Detroit in June 1956, the Registry provided five- 
year survival data for the major sites and types of 
cancer by stage of disease at diagnosis and initial 
course of treatment. These were collated with similar 
data from other registries in the nation by the 
National Cancer Institute and the American Cancer 
Society who co-sponsored the Conference. 

Another contribution of the California Tumor 
Registry will be to the Cancer Chemotherapy Na- 
tional Service Center of the National Cancer Insti- 
tute. This organization is supporting research in the 
chemical aspects of cancer treatment. The major 
registries in the country will submit descriptive and 
survival data as well as cooperate in research studies 
in specific areas of the cancer problem. 

The Registry also plans to publish data on one, 
three, and five-year survival rates of cancer patients 
distributed by site, stage, and sex, and adjusted for 
the probability of dying from causes other than 
cancer. 


Epidemiologic Investigation of Cancer 


Studies of the incidence of malignant neoplastic 
disease are fundamental to the knowledge of its 
epidemiology. The major limitation in using the 
California Tumor Registry for epidemiologic study 
is the lack of knowledge about the size and charac- 
teristics of the population from which the cases 
come. Thus, there is no base for the calculation of 
rates and direct measure of risk. 

However, utilization of the material available can 
serve as the basis for the study of certain aspects 
of the epidemiology of cancer. By examining the 
relative frequency of various sites of cancer in 
selected groups of patients, existing hypotheses can 
be subjected to further tests and new hypotheses may 
be developed. For example, an association between 
cancer and socio-economic status has been suspected. 
By contrasting county and private hospital admis- 
sions, variations are observed in the site, age and 
survival of cancer patients. In the county hospitals, 
for instance, 16.4 per cent of the male patients age 
45 to 64 had lung cancer, whereas in private hos- 
pitals the figure was only 8.6 per cent. Cancer of 
the stomach was also more prevalent among males 
age 45 to 64 in county hospitals. Conversely, a 
higher percentage of private hospital male cancer 
patients age 45 to 64 had skin cancer than county 
patients. The proportion of women with cancer of 
the cervix uteri was higher among county hospital 
female cancer patients than among private patients. 


Studies on Special Groups of Registered Cases 


The California Tumor Registry data have been 
used by staff members of Registry hospitals, the 
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Chart 3.—Proportion of cancer cases of selected sites to 
total cancer in cases reported by county and private hos- 
pitals. 

Cancer Commission of the California Medical Asso- 
ciation, the State Department of Public Health, and 
others engaged in medical research. 


The greatest interest expressed in these requests 
for data has centered around the question of cancer 
control of specific sites; mainly, breast, stomach, 
thyroid gland, and female genital organs. Other 
queries have pertained to epidemiologic investiga- 
tions. The following are examples of the more than 
70 questions that have been answered by Registry 
data: 


What proportion of all cancers are detectable by 
a dentist? 


Is carcinoid of the rectum a rare disease? 


What histologic types of cancer are found among 
children under 15? 


How long do women live after diagnosis of breast 
cancer? 


What is the effect of various types of treatment, 
or no treatment, on the survival of women with 
ovarian cancer? 

Taking treatment into account, how long do men 
with prostatic cancer live after diagnosis? 


What is the average years of survival of cases 
with cancer of the thyroid gland? 

What is the incidence of visceral cancer among 
persons with skin cancer? 


Statistical Reports to Participating Hospitals 


One of the Registry functions is to furnish the 
participating hospitals with annual reports on their 
experience with cancer patients. These reports con- 
sist of tables showing site, stage, diagnostic evidence, 
type of treatment, and follow-up. Periodically the 
Registry prepares for each hospital survivorship 
information for various sites of cancer by stage of 
disease. Because the physicians are interested in 
comparing their experience, summary data similar 
to the individual hospital tables are compiled for 
the entire Registry experience. 
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The data included in the tables are selected as 
holding the widest general interest: They by no 
means exhaust the information available from the 
Tumor Registry. These reports are intended to pro- 
vide general data on the cancer experience of the 
hospital and to indicate the type of data which could 
be assembled from the Registry. 


The California Tumor Registry encourages the 
physicians to analyze their own data. Diagnostic 
indexes have been prepared so that the hospital staffs 
may easily identify the cancer cases of the particular 
site they wish to study. Assistance is also given in 
setting up tables and in recommending methods of 
analysis. 

2151 Berkeley Way, Berkeley 4 ( Breslow). 
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Postgraduate Education Courses for 1958 Annual Session 


AN INNOVATION in C.M.A. meetings is being planned for the 1958 Annual 
Session. It is proposed to offer three postgraduate education courses of 12 
hours each in connection with the scientific meetings. It is expected that official 
credit would be given for these courses. 

As now planned, each of the three medical schools in Southern California 
would put on a course of three hours daily for the four days of the meeting. 

Present plans call for University of Southern California to handle a course 
on liver diseases. U.C.L.A. Medical School would present a course on abdominal 
pain and College of Medical Evangelists would take charge of a series on 
management of trauma. 

It is planned to make an admission charge for these courses, although the 
full details remain to be worked out. 

Further announcements will be made when plans are completed. 
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In Memoriam 


Hollis Layton Carey 


Dr. Hoiuis Layton Carey, Gridley, died August 1, 
1957, aged 54, in Biggs-Gridley Memorial Hospital, 
of cancer of the large bowel. 


Dr. Carey was highly respected as a physician 
and surgeon by patient and medical colleague alike. 
An index of his activity and interest in community 
affairs is reflected by his membership in numerous 
local organizations: 32nd degree Mason (North 
Butte Lodge No. 230); Ben Ali Temple of the 
Shrine, Gridley Rotary Club, and others. Recently 
he was awarded a Life Membership in the Gridley 
High School P-T.A. in recognition of his years of 
service, especially as physician to the high school 
football team. Perhaps the most outstanding con- 
tribution to his community was the vast amount of 
time and energy devoted to the planning and erec- 
tion of the Biggs-Gridley Memorial Hospital. 


He was a member of the A.M.A., C.M.A., Butte- 
Glenn Medical Society, and the California Chapter 
of the American Academy of General Practice. He 
was a past president of the Butte-Glenn Medical 
Society and was a delegate to the C.M.A. for many 
years until 1952, when he was elected to the Coun- 
cil of the C.M.A. He served as Councilor-at-Large 
of the 11th District until his death. While a member 
of the C.M.A. Council, he was Chairman of the 
Medical Services Commission, among whose many 
accomplishments were the Relative Value Fee Study 
and the intensive studies of and investigations into 
the care of the indigent and aged. 


Those who knew Hollis best will long remember 
his tremendous dedication to organized medicine, 
particularly as it concerned patient welfare. His 
willingness to accept any task in the name of medi- 
cine, regardless of how large or how small, his 
persistence in the face of adversity, and his deter- 
mined diligence until the job was completed should 
be a source of continued inspiration to us all. 


He was born in Fall City, Oregon, July 29, 1903. 
He received a B.S. degree from the University of 
Oregon in 1930; M.S. from University of Washing- 
ton in 1931; and his doctorate in medicine from 
the University of Oregon in 1936. He interned at 
St. Luke’s Hospital, Spokane, Washington; started 
general practice in Towers, Oregon, in 1937; moved 
to Gridley in 1938 and practiced there until his 
death. 


Tuomas N, ELMENDORF 
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Piro, Louts P. Died in Los Angeles July 23, 1957, aged 66. 
Graduate of the University of Pennsylvania School of Medi- 
cine, Philadelphia, 1920. Licensed in California in 1947. Doc- 
tor Biro was a member of the Los Angeles County Medical 
Association. 


+ 


Camero, AntuHony R. Died in Los Angeles, July 20, 1957, 
aged 52. Graduate of the University of Pennsylvania School 
of Medicine, Philadelphia, 1929. Licensed in California in 
1941. Doctor Camero was a member of the Los Angeles 
County Medical Association. 


+ 


Carey, Hotuts Layton. Died in Gridley, August 1, 1957, 
aged 54, of cancer of the large bowel. Graduate of the Uni- 
versity of Oregon Medical School, Portland, 1936. Licensed 
in California in 1938. Doctor Carey was a member of the 
Butte-Glenn County Medical Society. 


% 


CarTMELL, THEODORE MetuHoFF. Died July 3, 1957, aged 
76. Graduate of Columbia University College of Physicians 
and Surgeons, New York, N. Y., 1907. Licensed in California 
in 1944. Doctor Cartmell was a retired member of the Los 
Angeles County Medical Association and the California Med- 
ical Association, and an associate member of the American 
Medical Association. 


+ 


Curistiz, Ratpu C. Died in Long Beach, August 2, 1957, 
aged 74, Graduate of the University of Nebraska College of 
Medicine, Omaha, 1909. Licensed in California in 1922. Doc- 
tor Christie was a retired member of the Los Angeles County 
Medical Association and the California Medical Association, 
and an associate member of the American Medical Associa- 
tion. 


% 


Dempsey, Robert B. Died in Vallejo, July 9, 1957, aged 
81, of heart disease. Graduate of the College of Physicians 
and Surgeons of San Francisco, 1903. Licensed in California 
in 1903. Doctor Dempsey was a retired member of the Solano 
County Medical Society and the California Medical Associa- 
tion and an associate member of the American Medical Asso- 
ciation. 


+ 


Ever, Howarp L, Died in Santa Barbara, July 12, 1957, 
aged 60. Graduate of the University of Minnesota Medical 
School, Minneapolis, 1922. Licensed in California in 1929. 
Doctor Eder was a member of the Santa Barbara Medical 
Society. 


+ 


Gevurtz, WituiAM S. Died in Lynwood, July 3, 1957, aged 
46, of heart disease. Graduate of the University of Oregon 


Medical School, Portland, 1937. Licensed in California in 


1947. Doctor Gevurtz was a member of the Los Angeles 
County Medical Association. 


+ 


Kroener, WituiAM F., Sr. Died in Carmel, July 16, 1957, 
aged 67. Graduate of Rush Medical College, Chicago, IIli- 
nois. Licensed in California in 1926. Doctor Kroener was a 
retired member of the Los Angeles County Medical Associa- 
tion and the California Medical Association, and an associate 
member of the American Medical Association. 
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Lesem, ALEXANDER Marx. Died in Point Loma, July 16, 
1957, aged 78. Graduate of the College of Physicians and 
Surgeons, Los Angeles, 1914. Licensed in California in 1914. 
Doctor Lesem was an honorary member of the San Diego 
County Medical Society and the California Medical Associa- 
tion, and a member of the American Medical Association. 


+ 


Ops, Witu1AM Henry. Died in Los Angeles, July 31, 1957, 
aged 70, of heart disease. Graduate of Rush Medical College, 
Chicago, Illinois, 1912. Licensed in California in 1914. Doc- 
tor Olds was a member of the Los Angeles County Medical 
Association. 


+ 


Pearson, Rosert G., Sr. Died April 27, 1957, aged 75. 
Graduate of the University of Pennsylvania School of Medi- 
cine, Philadelphia, 1908. Licensed in California in 1909, Doc- 
tor Pearson was a retired member of the Sacramento Society 
for Medical Improvement and the California Medical Asso- 
ciation, and an associate member of the American Medical 
Association. 


+ 


RicHarps, CHARLES Maynarp. Died in San Jose, June 27, 
1957, aged 75. Graduate of Harvard Medical School, Boston, 
1907. Licensed in California in 1909. Doctor Richards was a 
member of the Santa Clara County Medical Society. 


Ritcuie, Douctas Witu1AM. Died in Temple City, July 26, 
1957, aged 62. Graduate of the University of Oregon Medical 
School, Portland, 1926. Licensed in California in 1927. Doc- 
tor Ritchie was a member of the Los Angeles County Med- 
ical Association. 

+ 

SpracuE, Bue. R. Died July 14, 1957, aged 72. Graduate 
of Sioux City College of Medicine, Iowa, 1908. Licensed in 
California in 1930. Doctor Sprague was a member of the Los 
Angeles County Medical Association. 

% 


STaNnTON, FRANK E., Sr. Died in Long Beach July 29, 
1957, aged 73. Graduate of Rush Medical College, Chicago, 
1910. Licensed in California in 1914. Doctor Stanton was a 
member of the Los Angeles County Medical Association, 

+ 


Svec, FLoyp Atrrep. Died in an automobile collision near 
Newhall July 7, 1957, aged 40. Graduate of Northwestern 
University Medical School, Chicago, 1945. Licensed in Calli- 
fornia in 1947, Doctor Svec was a member of the Los An- 
geles County Medical Association. 

+ 


TurNeR, Ewine Lee. Died in San Diego, July 24, 1957, 
aged 52, of heart disease. Graduate of Rush Medical Col- 
lege, Chicago, 1934. Licensed in California in 1935. Doctor 
Turner was a member of the Los Angeles County Medical 
Association. 


CALIFORNIA MEDICINE 





CALIFORNIA MEDICAL ASSOCIATION 


Annual Meeting 


Ambassador Hotel 


LOS ANGELES 
April 27 - April 30, 1958 


Papers for Presentation 


If you have a paper that you would 
like to have considered for presenta- 
tion, it should be submitted to the 
appropriate section secretary (see list 
on this page) no later than November 


1, 1957. 


Scientific Exhibits 


Space is available for scientific 
exhibits. If you would like to present 
an exhibit, please write immediately to 
the office of the California Medical 
Association, 450 Sutter Street, San 
Francisco 8, for application forms. To 
be given consideration by the Commit- 
tee on Scientific Work, the forms, com- 
pletely filled out, must be in the office 
of the California Medical Association 
no later than December 1, 1957. (No 
exhibit shown in 1957, and no indi- 
vidual who had an exhibit at the 1957 
session, will be eligible until 1959.) 


SCIENTIFIC PAPERS 
SCIENTIFIC EXHIBITS 
PLANNING MAKES PERFECT 
AN EARLY START HELPS 
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SECRETARIES OF SCIENTIFIC SECTIONS 


ALLERGY Albert Rowe, Jr. 


2940 Summit Street, Oakland 9 


ANESTHESIOLOGY ? John S. Hattox, Jr. 
2558 Fourth Avenue, ‘Sen Diego 3 


DERMATOLOGY AND SYPHILOLOGY ._.._ Daniel J. Perry 
2200 Santa Monica Boulevard, Santa Monica 


EAR, NOSE AND THROAT . . . Walter E. Heck 
Stanford University Hospitals, ’ Ses Francisco 15 


EYE ae ee ee ee Pe ee O. Ralph Tanner 
300 Homer Avenue, Palo Alto 


GENERAL PRACTICE . Howard E. Horner 
1033 Gayley Avenue, nas Angeles 24 


GENERAL SURGERY. Edwin G. Clausen 

418 30th Street, Oakland 9 

INDUSTRIAL MEDICINE AND SURGERY Leonard J. Yamshon 
; 224 North Serrano Avenue, Los Angeles 4 


INTERNAL MEDICINE - Allen T. Hinman 

450 Sutter Sheek San Seman 8 

OBSTETRICS AND GYNECOLOGY Donald R. Nelson 
2439 Ocean Avenue, San Francisco 27 

ORTHOPEDICS . Floyd H. Jergesen 

384 Post Street, ‘on rene 8 


PATHOLOGY AND BACTERIOLOGY 
O'Connor Hospital, San Jose 14 


Leslie R. Grams 


PEDIATRICS Percy H. Jennings, Jr. 


1650 Walnut Street, Berkeley 9 


PHYSICAL MEDICINE ° e David Rubin 
6360 Wilshire uelevand, en nage 48 
PSYCHIATRY AND NEUROLOGY ° Elinor R. Ives 
5636 Berkshire Drive, Los Angeles 32 
PUBLIC HEALTH Gerald A. Heidbreder 
241 North eneren Street, Los Angeles 12 
RADIOLOGY. - Nathan M. Spishakoff 
405 North Bedford Suton. Beverly Hills 


UROLOGY Ray C. Atkinson 


401 29th Street, Oakland 9 





medical review 


and advisory board 


oF THE 


Professional Liability 


A Statistical Study of Professional Liability 
Claims in California: 1957 Report of 
Medical Review and Advisory Board 


JOSEPH F. SADUSK, JR., M.D., Oakland 
and ROLLEN WATERSON, San Francisco 


A STATISTICAL sTuDY of 700 professional liability 
incidents, claims and suits in California has been 
completed by the Medical Review and Advisory 
Board (MRAB) of the California Medical Associa- 
tion. The period covered is less than two years. Since 
a minimum of five years’ data is considered essen- 
tial to reliable statistics because of the latency of 
professional liability claims, this study is of value 
only as it indicates statewide trends or as it confirms 
previous findings reported'? for Alameda and Con- 
tra Costa Counties for the period 1946-1954. (The 
Alameda-Contra Costa study is the only one of its 
kind previously reported.) Future annual statistical 
reports will be made by the MRAB. 


SOURCES OF DATA 


Reports of incidents, claims and suits were made 
by three insurance carriers of group professional 
liability programs in California: (1) American 
Mutual Liability Insurance Company (AMLICO) ; 
(2) Hansen and Rowland (H & R) and (3) The 
Nettleship Company (TNC). AMLICO is the carrier 
for 23 Northern California county medical societies. 
TNc is the approved group carrier for nine Southern 
California county medical societies. Both H & R and 
TNC are approved for group programs by the Los 
Angeles County Medical Association. 


PERIOD COVERED BY DATA 


The detailed records of the 700 claims which are 
the subject of this study cover the following periods 


Dr. Sadusk is chairman and Mr. Waterson executive secretary of the 
Medical Review and Advisory Board of the California Medical Asso- 
ciation. 


192 


CALIFORNIA MEDICAL 


ASSOCIATION 


e The Medical Review and Advisory Board has 
completed a statistical study of 700 professional 
liability claims against physicians in 32 Northern 
and Southern California counties. The nearly 
statewide findings closely parallel those of a sim- 
ilar study of nine years’ experience in Alameda 
and Contra Costa Counties. There appear to be 
no significant differences between the losses in- 
curred by old as against young physicians, by 
general practitioners as against specialists. More 
female than male patients made claims; the 
greatest number of claims was made by patients 
between the ages of 26 and 45. The largest num- 
ber of claims involved surgical cases, with ob- 
stetrical and gynecological surgery, orthopedic 
surgery and general surgery heading the list. 
Seventy-one per cent of claims were made by pa- 
tients who had been treated in hospital. 


of time: AMLICO, from May 1, 1955, to February 15, 
1957; H & R, from March 1, 1956, to January 15, 
1957; TNC, from November 1, 1954, to February 1, 
1957. These are claims reported for and during the 
policy years as noted above; it does not include 
claims of earlier years which were paid or otherwise 
settled or closed during the period of the current 
study as defined above. Only claims in which a re- 
serve was established or indemnity paid are reported 
in this study. 


METHODS AND DEFINITIONS 


A Report of Claim was made by the carrier for 
each claim or suit on which a reserve was estab- 
lished. Changes in status of claims were reported 
to MRAB as they occurred. 

Definitions of terms are as follows: 

Suit. A suit is the actual filing in court of a plea 
for recovery of damages from a physician for al- 
leged malpractice. 

Indemnity. Indemnity refers to payment made to 
the claimant. 


Judgment. Judgment is the amount of money 
awarded by the jury and approved by the judge 
when the patient plaintiff wins his suit. 
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Expense. Expense includes the total cost of legal 
defense, court costs, cost of special investigation 
and cost of expert witnesses. Expense cost does not 
include insurance company overhead or salaries of 
company’s personnel. 


Reserve. Reserve is the figure set up by the insur- 
ance carrier in its best judgment as to what a case 
will eventually cost, taking into account the sum of 
expense and indemnity or judgment costs. 


Cost. “Cost” as presented in the attached tables 
includes expense and indemnity or reserve. 


Claim. For the purpose of this study, all cases 
with reserves reported to MRAB are called “claims.” 


CATEGORIES 


Claims fall into a number of categories as fol- 
lows: (1) Pending suits, not yet tried; (2) suits 
tried and won for the defendant physician; (3) 
suits tried and lost by the defendant physician; (4) 
suits tried, but on appeal; (5) suits settled by pay- 
ment to the patient before or during trial; (6) 
claims on which there has been no formal suit but 
indemnity has been paid; (7) incidents reported 
by the insured physician, or complaints and claims 
made by the patient or his attorney, on which suit 
has not been filed but which the insurance company 
considers sufficiently serious to warrant setting up a 
claim file and establishing a reserve. 


Statistical data on any current year or immedi- 
ately preceding years include, largely, pending 
claims. Because of crowded court calendars, few 
suits have been tried. Final disposition has been 
made of only a few of the claims reported here. Only 
after four or five years will the outcome of enough of 
the cases have been determined to warrant statistical 
analysis of claims under the separate categories 
listed above. For that reason, most of the data re- 
ported here will lump all categories listed above 
into one, which will be called “claims.” Where 
greater detail is indicated, the two categories used 
in this study are designated as follows: 

Claims, Group A: (1) All suits, including pend- 
ing suits, not yet tried, and suits that have been 
settled or tried, and (2) all claims on which suit 
was not filed, but which have been settled by pay- 
ment of indemnity. 

Claims, Group B: Claims falling under Category 
7 (see foregoing definitions of categories) on which 
there have been no suit or other action to date, but 
for which the insurance company has established a 
reserve. 


All dollar figures and cost comparisons reported 
in this study apply only to AMLICO, the approved 
insurance carrier in the Northern California soci- 
eties (23 counties). In the case of Southern Cali- 
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TABLE 1.—General Summary of Claims in Present Study 


Number of Claims 


Cost of Claims 
LICO 


H&R- 

AMLICO TNC Total 
Group A claims (1) suits 
pending, and/or (2) 
indemnities or judg- 

ments paid 

Group B claims (no suit, 
no indemnity yet paid 
or other final disposi- 

ON sick ee .. 317 158 475 411,655.00 

394 306 700 $797,818.00 


Abbreviations: AMLICO = American Mutual Liability Insurance 
Company; H & R = Hansen & Rowland; TNC = The Nettleship 
Company. 


$386,163.00 


TABLE 2.—Age of Physicians Against Whom Claims Were Made* 





Number of Doctors Who Had Cost of 
ae: a These Claims 
Age All Carriers AMLICO only AMLICO only 
Group Per Cent of Total Per Cent of Total Per Cent of Total 


1.5 
13.7 
27.0 





* Age data on the physicians insured was not available. 


fornia, only the number of cases is reported, as the 
two insurance carriers—H & R and TNC—have not 
disclosed dollar amounts, indemnities paid, judg- 
ments rendered, or reserves established. It should 
be noted at this point that the failure to disclose 
such financial data is not due to lack of cooperation 
of the insurance carrier, but rather to the fact that 
there are two competing carriers within the same 
locality, and it is understandably regarded as good 
business not to make such disclosures. The Medical 
Review and Advisory Board wishes to express its 
appreciation to all three carriers for the cooperation 
which they have rendered in furnishing this data. 

The MRaB also wishes to express its appreciation 
to the California Physicians’ Service for the run-off 
of the punch cards enabling us to proceed with the 
detailed analysis. 


PRESENTATION OF DATA 


Table 1 is a generai summary of all claims and 
shows the distribution of Group A and Group B 
claims in this study. Since H & R and TNC are com- 
petitors in the Los Angeles program, we have not 
been able to show separately the data for each of 
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these two insurance carriers, but have combined 
them in this report. The wide difference between 
the proportion of Group A claims and Group B 
claims reported by the carriers in Table 1 is not 
necessarily significant, because the combined H & R 
plus TNC sample includes an earlier period in which 
only “serious” claims were reported. The longer 
period of time may also account for the greater 
number of suits in the H & R and TNC group of cases. 

The AMLICO program insures 3,938 physicians as 
of the period of this study. The total cost of 
AMLICO’s 394 cases is $797,818. This includes both 
expense and indemnity for settled claims and re- 
serves for pending claims in all categories. Group 
A claims account for $386,163 of this amount; 
Group B claims account for $411,655. 


PHYSICIAN AGE AND SEX FACTORS 


Table 2 shows the number of physicians in vari- 
ous age groups involved in claims. The amount of 
claims in dollars was available only from AMLICO. 
Age data on the total number of physicians insured 
was not available; consequently this table does not 
reflect or give any specific information with regard 
to the hazard of various age groups of physicians. 
It is of interest to note, however, that there is a 
clear correlation in the age incidence of physicians 
against whom claims were made for both the 
AMLICO-insured physicians and the physicians in- 
sured under all carriers. In addition, this table 
basically reflects the same age distribution as noted 
in the Sadusk study of 1955 for the Alameda-Contra 
Costa Medical Association. 

A further analysis of the sex factor in physicians’ 
claims was studied but it is not reported in tabular 
form. It was found that 3.3 per cent of physicians 
involved in claims were female. However, it is not 
possible to determine what the relative incidence 
of claims against male as compared with female 
physicians might be, since data was not available 
on the sex of all physicians insured. Correlation 
with the previous Sadusk study is close since that 
study revealed that female physicians accounted for 
3.2 per cent of malpractice incidents. 


PATIENT AGE AND SEX FACTORS 


Table 3 shows the distribution of claimant pa- 
tients by age groups. This analysis covers only 559 
of the 700 claimants, since the age of 141 of the 
700 claimants was not reported by the insurance 
companies. Of particular note is the large propor- 
tion of claimants in the infant age group (up to five 
years). The cost of these cases to AMLICO closely 
correlates to the number of claimants in the various 
age groups for all carriers. 

Additional analyses were made of the age of 
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TABLE 3.—Distribution of Claims by Age of Patient 
(559 Claimants) 


Cost of These Cases 
AMLICO only 
Per Cent of Total 


Number of Patients 
Making Claims 


Age of Patient Per Cent of Total 


0 to 
6 to 
11 to 
16 to 
21 to 
26 to 
31 to 
36 to 
41 to 
46 to 
51 to 
56 to 
61 to 
66 to 
71 to 
76 to 
81 to 
86 to 
91 to 
96 to 
100 to 105 


TABLE 4.—Distribution of Claims by Sex of Claimant 





Cost of Claims 
(AMLICO only) 
Per Cent of Total 


39 
61 


Number of Claimants 
Per Cent of Total 





100 


patients according to the type of injury claimed, 
but no significant variations were noted within the 
limitations of this study and consequently detailed 
data are not presented. 

Table 4 shows distribution of claims by sex of 
the claimants. The number and the cost of claims 
by females exceeded those made by males. Similar 
disparity was previously noted in the Sadusk study 
of 1955, and possibly reflects the high hazard of 
obstetrics and gynecology. 


TYPE OF MEDICAL PROBLEM 


Table 5 shows distribution of claims cases by 
type of medical problem. Approximately 63 per cent 
of the total number of cases for all carriers and 62 
per cent for AMLICO involved surgical cases. Claims 
in surgical cases accounted for approximately 70 per 
cent for the cost of cases in the AMLICO program. 
Next were internal medicine cases and then, in order, 
“other” or miscellaneous cases, equipment and 
radiological cases and blood. transfusion reactions. 
The data in this table are strikingly similar to those 
reported in the study previously made of the Ala- 
meda-Contra Costa County experience for nine years 
of observation. 
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TABLE 5.—Distribution of Claims Cases by Type of Medical 
Problem 








TABLE 6.—Distribution of Surgical Claims Cases Amongst Various 
Fields of Surgery 





Cost of 
Cases 
AMLICO 
Per Cent 


Number of Cases 
All Carriers AMLICO 


Type of een = 
Medical Problem No. Per Cent No. Per Cent 
118 16.8 63 16.0 19.4 


62.9 243 
Radiological .......... 3.6 12 
Equipment 3.9 ll 
Blood transfusions 1.3 5 
11.5 60 


700 =100.0 394 


*Falls in office, alleged assault or undue familiarity, absence of op- 
eration consent, and other unclassified types of injury. 


A study of the distribution of surgical cases 
(Table 6) showed that for all carriers the greatest 
number was in the field of obstetrics and gynecology 
and for AMLICO the greatest cost was for cases of 
that kind. Then followed, in order, orthopedics, 
general surgery and anesthesiology. Here again the 
data were essentially similar to those noted in the 
Alameda-Contra Costa County study. A special an- 
alysis to include cases involving retained foreign 
bodies following surgery revealed a substantial per- 
centage and cost owing to claims of that kind. 


TYPE OF PRACTICE OF PHYSICIAN 


Table 7 brings out the fact, as previously noted 
in the Alameda-Contra Costa study, that there is no 
evidence to show that either the general practitioner 
or the specialist accounts for a greater proportion 
of medical malpractice cases. Information on the 
number of general practitioners and specialists in- 
sured was available only in the AMLICO program. 
Here, the general practitioners insured under the 
program numbered 41.9 per cent, and accounted for 
43.4 per cent of cases and 40.9 per cent of the cost 
of cases. Specialists made up 58.1 per cent of the 
physicians insured; they accounted for 56.6 per cent 
of cases and 59.1 per cent of cost. If one takes into 
account all three carriers, essentially similar per- 
centages prevail in the distribution of cases between 
the general practitioner and the specialist. Here, 
again, as in the Alameda-Contra Costa study, is 
evidence that medical malpractice hazards are not a 
reflection of the classification of practice of the 
physician, but as noted in the previous tabular data, 
are rather a reflection of the type of practice—sur- 
gical versus other medical fields. 


A further analysis of cases is presented in Table 
8 with regard to whether the physician was a gen- 
eral practitioner, was an American Board-certified 
specialist or a noncertified specialist. The data here 
are presented for information only; no conclusions 
may be drawn, since neither in the AMLICO program 
nor in any of the other programs was there specific 
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Cost of 
Cases 
AMLICO 
Per Cent 


____Number of Cases__ 
All Carriers AMLICO 
Per Cent 


“No. Per Cent No. 


Type of 
Surgical Problem 





Obstetrics- 

gynecology 95 21.6 
Orthopedics 86 
General surgery .. 60 
Ear, nose, throat .. 32 
Plastic surgery ... 4 
Neurosurgery 8 
Ophthalmology ... 21 
Thoracic surgery.. 9 
Anesthesia 63 
Proctology 7 
Urology 19 
Foreign bodies 

(left in surgery) 36 


440 243 100.0 100.0 


23.1 37.7 
23.6 
13.0 


Hw Sr conKAateS 


N 
—_ 


TABLE 7.—Division of Claims Cases as Between General 
Practitioners and Specialists 


AMLICO only 


No. of Cost of 
Insured Cases Cases 
Per Cent Per Cent Per Cent 


All Carriers 
No. of Cases 
Per Cent 


Doctors 


Type of Practice 


General practice .... 41.9 43.4 40.9 43.2 
Specialists 56.6 59.1 56.8 


100.0 100.0 100.0 100.0 


TABLE 8.—Division of Claims Cases as Between General Practi- 
tioners, American iat see and Noncertified 
pecialists 


___AMLICO only _ 411 Carriers 
No. of Cost of No. of 
Cases Cases Cases 


Practitioners Per Cent Per Cent Per Cent 


General practitioners k 40.9 43.2 
Certified specialists : 44.1 37.9 
Noncertified specialists . 15.0 18.9 


100.0 100.0 


data available on the division of insured physicians 
between certified specialty and noncertified specialty 
groups. As the Medical Review and Advisory Board 
program goes along, it is hoped that such data will 
be available from the carriers so that further an- 
alyses can be made. 

Table 9 deals with the AMLICO study only, since 
the specific data presented was available only in 
that program. It casts light on the relative hazards 
of various fields of practice. In this table are repre- 
sented the number of cases charged to each specialty 
and to general practice as compared with the per- 
centage of those insured. Cost data is likewise in- 
cluded. These data would suggest that the person 
doing neurosurgery is the most hazardous physician 
to cover, with orthopedics next in line, and obstetrics 
and gynecology third. Also worthy of note is the 
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TABLE 9.—Distribution of Number of Cases and Costs of Cases Amongst Various Fields of Medicine 








Number of Number of Cost: Expense, 
Doctors Number of Cost of Cases per Indemnity and 
Covered; Cases; Cases; 100 Doctors Reserve, per 
Per Cent Per Cent Per Cent Covered Doctor in 
of Total of Total of Total in Field Each Field 


Anesthesiologists 2.8 19 $187.00 
Dermatologists 

Eye, ear, nose, throat 
Internists 

Neurosurgeons 
Obstetricians-gynecologists 
Ophthalmologists 
Orthopedists. 

Ear, nose, throat 
Pathologists 

Pediatricians 

Plastic surgeons 
Proctologists 

Psychiatrists 

Radiologists 

Urologists 

Thoracic surgeons 

General surgeons 

Physical medicine 


9 9 et ON 91S 09 et 9 
NORANDUNHS iow 
SNANNE hOen 
NVNISCWOWNS 


General practitioners 


Total specialists 58.9 


General practitioners 41.1 


100.0 100.0 


(279 of 3,938 doctors in the AMLICO program could not be identified as to field of practice. This is 7.3 per cent of total.) 
“Eye, ear, nose, throat and ear, nose, throat combined. 


TABLE 10.—Relative Incidence of Claims Against General Practitioners and Specialists in Various Fields of Medicine 








General Practitioners * Specialists 
All Carriers _____ AMLICO Only All Carriers __AMLICO Only 


Number of Number of Cost of Number of Number of Cost of | 
Cases Cases Cases Cases Cases Cases 
Per Cent Per Cent Per Cent Per Cent Per Cent Per Cent 








Anesthesia 32 68 
Dermatology ee = wade 100 
Internal medicine 60 40 
Neurosurgery its ses 
Obstetrics-gynecology 54 
Ophthalmology 20 
Orthopedics ; 48 
Ear, nose, throat 50 


Pediatrics 40 40 
Plastic surgery ge 


33 

Radiology (1) 11 

Radiology (2) eal ies 

Urology 

Thoracic surgery 

General surgery 

Equipment failure. 

Foreign bodies left in surgery 

Falls in office 

Toxic drug reactions 

Blood transfusions 66 
Infection following injection 100 
Physical medicine.........................0.0.0.-.- a ieee 
60 


Radiology (1) excludes deep therapy, radium. Radiology (2) includes deep therapy, radium. 
“Includes: Absence of consent to operate, operating the wrong patient, alleged assault or undue familiarity, etc. 
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TABLE 11.—Claims of Errors in Diagnosis Related to Various Fields of Medicine and Kind of Practitioner {Number of Cases Includes All 
Carriers; Cost of Cases Pertains Only to AMLICO) 





All Injuries 


No. Cost No. Cost 
of of of of 
Cases Cases Cases Cases 
Per Per Per Per 
Cent Cent Cent Cent 


Noncertified specialists BS 3 15.0 15.0 
Certified specialists 31.0 43.5 10.0 
General Practitioners................. 59.5 44,2 75.0 


100.0 100.0 


85.0 


100.0 100.0 


Internal Medicine 


Obstetrics- 
Gynecology Orthopedics Radiology General Surgery 
No. Cost No. Cost No. Cost No. Cost 
of of of of of of of of 
Cases CasesCases Cases Cases Cases Cases Cases 
Per Per Per Per Per Per Per Per 
Cent Cent Cent Cent Cent Cent Cent Cent 


10.0 62 133 9.1 
40.0 165 200 142 63.7 
50.0 77.3 66.7 85.8 


100.0 100.0 100.0 100.0 


24.5 22.3 
69.9 11.2 
27.2 5.6 66.5 


100.0 100.0 100.0 


Errors in diagnosis also occurred in other fields. All claims made in proctology, dermatology, neurosurgery and psychiatry were against board- 
certified specialists. In pediatrics and thoracic surgery the claims were about equally divided between general practitioners and specialists. Errors in 


diagnosis were reported in no other fields. 


fact that insurance carriers have traditionally classi- 
fied plastic surgery as a hazardous field and have 
required that plastic surgeons pay a higher rate of 
premium than other surgeons. In this study, the 
data again suggests that the plastic surgeon does 
not represent an unusual hazard. 
As to statements made in the paragraph above 
_with respect to the hazard of various types of special- 
ties, it should be remembered that this study is for 
a period of less than two years, and that no con- 
clusions can be accurately drawn until we have 
carried on this type of analysis ‘for from five to six 
years and have many more claims to analyze. 


The warning to treat the results of this study 
with caution is repeated with regard to Table 10, 
which shows the particular fields in which the spe- 
cialist or the general practitioner appear to en- 
counter the greater malpractice hazards. Table 10 
shows that in the fields of medicine and surgery in 
which general practitioners normally do little work, 
and therefore have little malpractice exposure, all 
or most of the cost and number of cases are charged 
to specialists. These fields are thoracic surgery, 
urology, plastic surgery, pathology, ophthalmology, 
neurosurgery, and, to a lesser extent, dermatology, 
proctology, psychiatry and radiology. 


In anesthesiology and ENT (otolaryngology) spe- 
cialists had the greater number of cases, but general 
practitioners’ cases involved greater cost. The claims 
against specialists in anesthesia were for minor in- 
juries for the most part, such as broken teeth and 
dentures—cases which are easily settled for com- 
paratively minor amounts. General practitioners’ 
cases involved claims of greater injury. Taking into 
account Table 7, where it is shown that general 
practitioners constitute approximately 42 per cent 
of AMLICO insured physicians, it would appear that 
there is a slight excess of anesthesiological and ENT 
hazard for general practitioners, inasmuch as they 
account for 56 per cent of the cost of anesthesiologi- 
cal injuries and for the same per cent of the cost of 
ENT injuries. 
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Both the number and cost of cases exceed the pro- 
portion of insured general practitioners (42 per 
cent) in internal medicine, obstetrics and gyne- 
cology and general surgery. The cost is lower than 
42 per cent for general practitioners in orthopedics 
and pediatrics. 

Specialists had the greater number of cases as- 
cribed to “Equipment Failure,” but the greater cost 
in this category, reflecting greater liability or in- 
jury, is charged to the general practitioners. This 
category includes diathermy and Bovie burns, 
broken needles and the like. 

It would appear that specialists are a greater 
hazard than are general practitioners in regard to 


_ leaving foreign bodies in patients at operation. Per- 


haps this reflects the greater amount of surgical 
operation done by specialists, but data to support 
this conjecture are not available. 

While “falls in the office” are not a major mal- 
practice problem, it is interesting to note the sig- 
nificant difference between general practitioners and 
specialists with regard to claims of this order: The 
general practitioner’s hazard is considerably greater, 
for which there is no apparent explanation. If this 
trend should continue through studies of malpractice 
data in future years, there should be investigation 
of the reasons for the high percentage of cost and 
the number of cases against general practitioners. 

As to claims for toxic drug reactions, the hazards 
are slightly greater for general practitioners than 
for specialists. Toxic drug reactions appear to be 
accounting for an increasing number of claims. 

Too few cases were reported in the categories of 
blood transfusions, infections following injections 
and in physical medicine for the results to be 
meaningful. 

In the catch-all category designated as “other” 
injuries for the purpose of Table 10, are included 
absence of consent to operate, alleged assault, undue 
familiarity, operating upon the wrong patient, and 
other less frequent types of claims. Here, both in 
number of cases and in the cost of cases, the general 
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practitioner leads the specialist. Again, we are at 
a loss to explain a pronounced disparity, which is 
true of the experience of all carriers, North and 
South. If the trend continues, the problem must be 
analyzed in future years. 

In Table 11 is an analysis of claims with regard 
to diagnostic errers. This problem has been an- 
alyzed specifically for internal medicine, obstetrics 
and gynecology, orthopedics, radiology and general 
surgery. Here it does appear clear that claims 
against general practitioners account for a relatively 
large number of cases in the fields of internal medi- 
cine, obstetrics and gynecology and orthopedics. On 
the other hand, it would appear that, insofar as 
costs are concerned, in the fields of radiology and 
general surgery claims against specialists make up 
an inordinate amount of the total. All the claims of 
diagnostic error in proctology, dermatology, neuro- 
surgery and psychiatry were made against special- 
ists. 


THE HOSPITAL 


In Table 12 malpractice claims are divided to 
show whether or not the claim is related to an oc- 
currence in a hospital. These figures are represented 
for AMLICO only, since the H & R and TNC generally 
did not report whether or not a hospital was in- 
volved. At any rate, it is clear from this table that 
the majority of cases—71 per cent—occurred in the 
hospitals. This again was similar to data reported 
in the Alameda-Contra Costa study, in which it was 
noted that 70 per cent of the incidents occurred in 
the hospital, and 30 per cent in the physician’s office 
or in the patient’s home. 

Data for the brief period covered were not suffi- 
cient for a study of the incidence of malpractice 
claims in various hospitals. Since the Alameda- 
Contra Costa report in 1955 analyzed the strik- 
ingly different incidence for malpractice claims 
among physicians in various hospitals in the Ala- 
meda-Contra Costa Counties area, this point was 
reviewed for the claims coming under the present 
study. Reports should be made in future studies on 
this subject, but suffice it to say at this time that— 
in general—an analysis (not presented in tabular 
form) revealed the same variation of malpractice 
claims among the hospitals in the Alameda-Contra 
Costa Counties area. Indeed, the similarity was strik- 
ing, and it indicated that hospital medical staffs 
whose members in general had good records in the 
earlier study, continued during the last two years to 
have good records, while, generally speaking, those 
staffs whose members previously had had poor 
records continued to have poor records. 

Another point studied, but upon which an ade- 
quate report cannot yet be made, is a comparison 
of counties as to the ratio of the number of claim 
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TABLE 12.—Data on Division of Claims Cases (for AMLICO Only) 
Showing Proportion Related to Incidents Occurring in Hospitals 


No. of 

Cases Per Cent 
Cases related to occurrences in hospitals 278 71 
Cases related to occurrences elsewhere 116 29 


394 100 


reports by physicians or by patients to the number 
of suits filed. Here, it is quite clear that in some 
counties physicians are cognizant of the medical 
malpractice problem and report potential malprac- 
tice claims early and have a consequently low ratio 
of suits and a low cost ratio in contrast to those 
counties in which physicians report very few poten- 
tial malpractice suits, but have a relatively high 
proportion of suits and consequently a higher cost 
for their overall program. 


SUMMARY 


A detailed report of a study of 700 claims is made 
for a period of approximately one and a half years 
with the following results: 


1. There is no basic difference in the overall 
malpractice hazard between the general practitioner 
and the specialist. 


2. The medical malpractice hazard depends not 
upon whether the physician is a general practitioner 
or specialist, but rather upon the type of profes- 
sional work done by the physician, with surgical 
fields accounting for approximately 62 per cent of 
claims. 


3. The greatest number of surgical cases are in 
the field of obstetrics and gynecology. Orthopedics 
is next, and general surgery is third. 


4. A study of the various specialties for the brief 
period covered would suggest that neurosurgery is 
the most hazardous specialty, orthopedics is next, 
and obstetrics and gynecology is third. There then 
follow in order: Proctology, radiology, general sur- 
gery, dermatology, and general practice. Internal 
medicine, ophthalmology, otolaryngology, plastic 
surgery, psychiatry, and urology are at the bottom 
of the list in this regard. 

5. There would appear to be an increased hazard, 
of minor degree, for the general practitioner with 
regard to claims related to anesthesia, internal medi- 
cine, obstetrics and gynecology, ENT, general sur- 
gery, equipment failure, falls in office, toxic drug 
reactions and in unclassified injuries such as oper- 
ating without consent, operating upon the wrong 
patient, alleged assault. On the other hand, the 
specialist seems to have a greater hazard in the fields 
of dermatology, neurosurgery, ophthalmology, 
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orthopedics, pathology, pediatrics, plastic surgery, 
thoracic surgery, proctology, psychiatry, radiology, 
and for foreign bodies left in the patient at opera- 
tion. 


6. The general practitioner would appear to have 
a greater hazard than the specialist for claims of 
diagnostic errors in the field of internal medicine, 
obstetrics and gynecology, and orthopedics. Special- 
ists would appear to have greater hazard on this 
count in the fields of radiology and general surgery. 


7. Approximately 71 per cent of malpractice 
cases are related to incidents that occur in hospitals. 
459 Thirtieth Street, Oakland 9 (Sadusk). 
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A.M.A. Malpractice Film 


A FILM entitled The Doctor Defendant is now available for distribution. It may 
be obtained by request from the Film Library, American Medical Association, 
535 North Dearborn Street, Chicago 10, Illinois, giving a date as far in advance 
as possible. An alternate date should also be given. 


This film is the second in a series on medicolegal problems being produced 
by the Wm. S. Merrell Pharmaceutical Company in cooperation with the A.M.A. 
and the American Bar Association. It is 16 mm., sound, black and white, and 
runs for 30 minutes. It is dramatic in style and points up ways of preventing 


professional liability claims and suits. 


The film is a “must” for California, physicians and should be shown at 
county medical association and hospital staff meetings. 
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AN 


AUXILIAHY 


TO THE CALIFORNIA MEDICAL ASSOCIATION 


The Year Ahead 


ALL OVER THE COUNTRY people are vacationing; it 
is summer! While you are having fun in the sun, 
some of us are planning our year’s activities. Few 
ever realize the work behind the finished product, 
and that someone must spearhead the job to be done. 
This year it is my responsibility, and I know few 
Doctors are aware of all of the activities of the Wom- 
an’s Auxiliary. A small percentage know that their 
wives are busy with a report or a meeting, but few 
actually know exactly how we operate. Briefly I 
shall tell you something about the state auxiliary and 
my activities. 

From May until July a number of things take place. 
Thirty-four county auxiliaries are sending in lists of offi- 
cers. I am compiling lists of state officers, chairmen and 
Advisory Board, for the National Auxiliary, the Yearbook 
and the Courier. The Yearbook is a publication compiled 
of officers, reports and messages to help each officer in 
the counties. Although the California Medical Association 
office mimeographs this material for us, it is again my re- 
sponsibility to edit what it contains. 

During this period, I am also planning an agenda 
for a conference we hold in September. This year I 
have chosen the beautiful Ahwahnee Hotel in Yo- 
semite National Park. Here on the 23rd, 24th and 
25th of September some one hundred and twenty- 
five women will participate in a workshop for state 
officers, chairmen, county presidents and presidents- 
elect. As president, I have the privilege to appoint 
a corresponding secretary, someone in my own 
county; and so with the able assistance of Mrs. Mar- 
tin Karr we have planned seven panel discussions 
with thirty-four county presidents as participants. 

The panels cover: Membership, program, nurse recruit- 
ment, public relations, legislation, Gems (good emergency 
mother substitutes) and Ways and Means. There will be 
reports on Physicians’ Benevolence, AMEF, Today’s 
Health and Bulletin, Civil Defense, Courier and Exhibits. 
A two-and-one-half day conference is not planned in a day, 
a week, or even a month. It was a year ago that I made 
my first arrangements with the hotel. We are fortunate to 
have two members-at-large living in the park and they 
are making the local arrangements. Many of us will arrive 
on Sunday to visit and enjoy the beauty of this glacier-cut 
gorge. On Monday evening the 23rd, we shall have Mrs. 
Paul C. Craig, President of the Woman’s Auxiliary to the 
American Medical Association, and Dr. Frank A. Mac- 
Donald, President of the California Medical Association, 
as our guest speakers at the banquet given in their honor. 

With the Fall Conference behind us, we start in 
earnest on the fall activities. The county auxiliaries 
are now meeting, and it is customary for the presi- 


dent to visit many of them. Early in October I visit 
Monterey-San Benito counties, then on to Contra 
Costa county, up to Humboldt county, home for a 
few days, and then to San Francisco county on the 
15th; and on the 19th off to Chicago for a week’s 
conference for State Presidents and Presidents-elect. 
This is a training period for me, just as had been 
done in Yosemite for county presidents. The month 
of November finds me spending considerable time in 
southern California, as well as a visit to Sacramento. 
With the holidays comes a brief rest after a visit to 
Fresno and Napa. 

With all the traveling by air and sometimes by car, 
there is constant planning. Between the visits are dozens 
of letters to be answered, a report for the Courier, a 
monthly article for CaLirorNIA MEDICINE, and now with 
January fast approaching, the plans for the Spring Board 
meeting to be held in San Francisco. Though the planning 
of this meeting takes less time, because it is composed of 
only board members, nevertheless arrangements must be 
made with a hotel, various committees must be notified 
and guest speakers arranged for. 

While I am traveling about, various chairmen are 
busy sending out material on numerous topics; and 
the nurse recruitment chairman is visiting many of 
the auxiliaries that I have visited. The legislative 
chairman is in constant touch with anything new on 
the legislative front, and keeping the counties ad- 
vised. 

The New Year starts with a visit to Riverside and San 
Bernardino Counties. Then on to Santa Barbara, and later 
in the month to Bakersfield. February, south again to visit 
the remaining counties, and on to San Francisco for the 
Board meeting. Spring is approaching, and with it plans 
for the convention. All of us who have ever attended the 
convention know the hours of preparation that must go 
into the finished product, and while my contribution to 
this is negligible, nevertheless the success or failure of the 
convention will be remembered as my year. 

March is the finale as far as visits are concerned. These 
are all in the San Francisco Bay area and are already 
scheduled and planned. And so ends the year—only the 
annual convention remains, where again we gather to re- 
port our achievements in behalf of the medical profession. 


The Woman’s Auxiliary to the California Medical 
Association is the largest Auxiliary in the United 
States, and within the membership of some 7,000, we 
have a wealth of leadership, women who have given 
years of time and effort to make it the fine organiza- 
tion that it is. Together we shall work to make 
“Health” a joint endeavor. 


Mrs. Leonarp D. OFFIELD 


President, Woman’s Auxiliary to the 
California Medical Association 
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NEWS & NOTES 


NATIONAL + STATE - COUNTY 


LOS ANGELES 


Twenty-three noted medical authorities, including Charles 
W. Mayo, Mayo Clinic; Harry Bakwin, New York; Perry S. 
MacNeal, Philadelphia; Ben W. Lichtenstein, Chicago; 
Grantley W. Taylor, Boston; Henry H. Dixon, Portland, Ore- 
gon; and Louis A. Buie, Mayo Clinic, will present the Ninth 
Annual Scientific Assembly of the California Academy 
of General Practice at the Hotel Statler, Los Angeles, No- 
vember 3-6. Californians to appear on the program include 
Paul P. Pickering, San Diego; John J. Sampson, Henry D. 
Brainerd, H. Corwin Hinshaw, Norman J. Sweet, Donald R. 
Smith, Robert R. Newell, Robert P. Watkins, Seymour M. 
Farber and Victor Richards of San Francisco. Los Angeles 
physicians to appear are William L. Hewitt, Sydney M. 
Finegold, Edward C. Rosenow, Jr., William C. Bradbury, 
Elizabeth S. Austin and Theodore B. Massell. 


* * a 


At a meeting in June, the American Urological Associa- 
tion elected Dr. Adolph A. Kutzman of Los Angeles pres- 
ident for the coming year. Dr. Kutzman is a past president 
of the western section of the Association. 

The 1957-58 officers of the Los Angeles Radiological 
Society, installed September 1, are: President, Dr. Richard 
A. Kredel; vice-president, Dr. Lewis J. Peha; secretary, Dr. 
Putnam C. Kennedy; and treasurer, Dr. Robert Rickenberg. 
Dr. Hubert J. Prichard was elected a member of the execu- 
tive committee. 

* * ae 

Appointment of Dr. Emmet D. Hightower as Central 
District health officer in the Los Angeles City Health De- 
partment was announced recently by the City Health Com- 
mission. 


SAN BERNARDINO 


Dr. Paul E. Swanson, Ontario, was elected president of 
the San Bernardino County Heart Association at a meeting 
in June at Arrowhead Springs. 


SAN FRANCISCO 


An all-day program for medical disaster preparedness 
will be held for members of disaster committees of all county 
medical associations in California, Friday, October 18, at 
the St. Francis Hotel, San Francisco. Sponsored by the Com- 
mittee on Military Affairs and Civil Defense of the Califor- 
nia Medical Association, the meeting is planned as a re- 
fresher course to bring the committee members up to date 
with changes in programs for dealing with disaster. 

Those attending the meeting have also been invited to 
attend, the following morning—Saturday, October 19—a 
symposium and field demonstration on Medical Problems of 
Modern Warfare and Civil Disaster, which will be held at 


Treasure Island. ae ee 


The Program Committee of the San Francisco Academy 
of General Practice has announced that the Fourth Annual 
Surgical Symposia will be given at Fort Miley Veterans 
Administration Hospital, 42nd Avenue and Clement Street 
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in San Francisco, each Tuesday at 8 p.m. from September 
24 to October 29. The symposia are under joint sponsorship 
of the University of California School of Medicine and Stan- 
ford University School of Medicine. As in the past, practical 
concepts of surgical technique will be stressed and new ad- 
vances in surgery discussed. Every effort is made to fit these 
symposia to the needs of general practice. 

Programs may be obtained from Dr. A. F. Fraser, program 
chairman, 3490 20th Street, San Francisco 10. 


SAN JOAQUIN 


A grant of $6,500 in support of research work on diagnosis 
of conditions of the heart was made recently to Dr. Jobst 
von der Groben, of Manteca, by the San Joaquin County 
Heart Association. This is the second grant made by the 
Association to the Manteca physician to aid in his work 
with vectorcardiographic recording of three-dimensional in- 
formation rather than the two-dimensional electrical impulse 
data supplied by electrocardiograms. 


SANTA CLARA 


“Nurses and Patients—Their Mutual Needs” has been se- 
lected as the theme of the fifth annual convention of the 
California League for Nursing which will be held in San 
Jose, October 10 to 12, with headquarters at the Hotel Sainte 
Claire. A five-year progress report of the growth and activi- 
ties of the National League for Nursing will be given by 
Anna Fillmore, general director of the League. 


GENERAL 


The seventh annual meeting of the Pacific Coast Fertil- 
ity Society will be held November 7 to 10 at El Mirador 


_ Hotel in Palm Springs, California. The meeting will be open 


to all physicians and research workers. Registration fee is 
$10. There is no fee for interns, residents or armed services 
medical officers. Advance registration may be made by writ- 
ing to Edward T. Tyler, M.D., secretary-treasurer, 921 
Westwood Boulevard, Los Angeles 24. 

* * & 


Heart symposia sponsored by the California Heart Asso- 
ciation and by the local county heart associations in the 
three counties involved are to be held in San Francisco, 
San Diego and Los Angeles in early October. The dates 
for San Francisco are October 2 to 4; for San Diego, October 
8; for Los Angeles, October 9 to 10. Details of the programs 
in each of the cities may be obtained from the California 
Heart Association, 1428 Bush Street, San Francisco 9, or 
from the local county Heart Association. 

of oe ae 


The 22nd annual convention of the American College of 
Gastroenterology will be held in Boston, October 21 to 23. 
Then, on October 24, 25 and 26, immediately after the con- 
vention, Dr. Owen H. Wangensteen of Minneapolis and Dr. 
I. Snapper of Brooklyn will again be moderators of the An- 
nual Course in Postgraduate Gastroenterology. The sessions 
will be held at the Somerset Hotel and in the Joslin Audi- 
torium of the New England Deaconess Hospital. Attendance 
at the course will be limited to those who have registered in 
advance. o- as 


The 11th annual meeting of the Western Society for 
Clinical Research will be held Thursday afternoon, Friday 
morning and Saturday morning, January 30 through Febru- 
ary 1, 1958, at Carmel, California. 

Further information may be obtained from Dr, Arthur J. 
Seaman, treasurer of the society, University of Oregon Med- 
ical School, Portland 1. 





POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN of the dates of postgraduate education 
programs and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. In order that they may be listed here, please 
send communications relating to your future medical or 
surgical programs to: Mrs. Margaret H. Griffith, Director, 
Postgraduate Activities, California Medical Association, 
417 South Hill Street, Los Angeles 13. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Treatment of Emotional Problems in Office Prac- 
tice. Thursdays, September 19 through December 12. 
Twenty-four hours. Fee: $50.00. 


Surgical Anatomy. Mondays, November 4 through Janu- 
ary 20. Twenty hours.? 


Postgraduate Medical Lecture Series. Daniel Freeman 
Hospital, Inglewood, Mondays, September 23 through 
December 9. Twenty-four hours. Fee: $50.00. 


Postgraduate Medical Lecture Series. St. Joseph’s 
Hospital, Burbank, Tuesdays, September 24 through 
December 10. Twenty-four hours, Fee: $50.00. 


Teaching Clinics. Thursdays, September 26 through De- 
cember 19, Twenty-four hours.* 


Selected Topics in Pathological Physiology of the 
Cardiovascular System. Limited to 25 students. Mon- 
days, October 7 through December 9. Twenty hours. Fee: 
$60.00. 


Removal of Foreign Bodies in Lung and Bronchi. 
Limited to 12 students. Wednesday and Thursday, Octo- 
ber 9 and 10. Nine hours. Fee: $100.00. 


Metabolic and Endocrine Diseases. Friday and Satur- 
day, October 11 and 12. Ten hours.t Guest speaker: 
Philip V. Bondy, M.D., Yale University. 


Postgraduate Medical Lecture Series. San Diego 
County Hospital, San Diego, October 17 through June 
19, 1958. Sixteen hours. Fee: $60.00. 


Cardiac Roentgenology. Friday and Saturday, October 
18 and 19.* 


Dermatology. Friday through Sunday morning, October 
25 and 26. Sixteen hours.t Guest speakers: Richard L. 
Sutton, Jr., M.D., University of Kansas; Rudolph L. 
Baer, M.D., New York University Postgraduate Medical 
School; Walter B. Shelley, M.D., University of Penn- 
sylvania. 


Aviation Medicine. Thursday, Friday and Saturday, Oc- 
tober 31, November 1 and 2, Twenty-one hours. 


Photomicrography. Mondays, November 4 through De- 
cember 9. Twelve hours. Fee: $30.00. 


Otolaryngology. Friday and Saturday, November 8 and 
9. Twelve hours.t 


Arthritis and Rheumatism. Friday and Saturday, De- 
cember 6 and 7. Twelve hours. 

Contact: Thomas H. Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 202. 


}Fee to be announced. 
*Hours and Fees to be announced. 
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UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Internal Medicine. Monday through Saturday, Septem- 
ber 16 to 21. Forty-two hours. Fee: $100.00. 

Medicine for General Practitioners. East Oakland 
Hospital, Tuesday evenings, September 17 to December 
10. Twenty-four hours. Fee: $50.00. 

Endocrinology. Evening Series in Sacramento, Wednes- 
day evenings, September 25, October 23 and November 
20. Fee: $15.00. 

Glaucoma. Thursday and Friday, September 26 and 27. 
Fourteen hours, Fee: $60.00. 

Current Advances in Internal Medicine. Wednesday 
evenings, October 2 through November 13. Ten hours. 
Fee: $30.00. 

Clinical Chemistry for Laboratory Technicians. Tues- 
day evenings, October 15 through November 19. Fee: 
$20.00. 

Course in General Surgery. Monday to Sunday, October 
21 to 27. Forty-nine hours. Fee: $50.00. 


Children’s Hospital Medical Alumni Seminars. Sat- 
urdays, November 9, January 25 and March 29. Fee: 
$12.00. 

Ocular Manifestations of Systemic Disease. Wednes- 
day to Saturday, December 4 to 7.* 

Childhood Diabetes. Wednesday to Saturday, December 
4 to 7. Twenty-eight hours. 

Orthopedics and Fractures. Mount Zion Hospital, Fri- 
day and Saturday, December 6 and 7. Fourteen hours. 

Clinical Cardiovascular Physiology. Friday to Sunday, 
December 13 to 15. Twenty-one hours. Fee: $30.00. 

Congenital Abnormalities of the Cardiovascular and 
Urogenital System. Tuesday evenings, January 7 to 28, 
Fee: $20.00. 

Dermatology. Friday and Saturday, January 17 and 18, 
1958. Fourteen hours.t 

Course for Physicians in General Practice. Monday 
through Friday, March 3 to 7, 1958, Mount Zion Hos- 
pital.* 

Contact: Seymour M. Farber, M.D., Head, Postgraduate 
Instruction, Office of Medical Extension, University of 
California Medical Center, San Francisco 22. MOntrose 
4-3600, Ext. 665. 


STANFORD UNIVERSITY SCHOOL OF MEDICINE 


Morning Clinical Conferences, each Monday, Room 
515. Contact: D. H. Pischel, M.D., Professor, Division of 
Ophthalmology, Stanford University School of Medicine, 
2398 Sacramento St., San Francisco 15. 

Postgraduate Conference in Practical Office Derma- 
tology. September 19 to 21. Contact: Office of the Dean, 
Stanford University Medical School, 2398 Sacramento 
St., San Francisco 15. 


UNIVERSITY OF SOUTHERN CALIFORNIA, 


LOS ANGELES 


Cardiac Resuscitation. Sponsored by the Los Angeles 
County Heart Association each Wednesday throughout 
the year, 4 to 6 p.m. Residents admitted without fee. 
Tuition for all other physicians: $30.00. (Each session 
all-inclusive.) 

Basic Home Course in Electrocardiography. One year 
Postgraduate Series, electrocardiogram interpretation by 


mail. Physicians may register at any time and receive 
all 52 issues. Fifty-two weeks. Fee: $100.00. 
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Advance Home Course in Electrocardiography. One 
year postgraduate series, electrocardiogram interpreta- 
tion by mail. Fifty-two issues: $85.00. Physicians may 
register at any time. 


The Physics of Diagnostic and Therapeutic Radi- 
ology. September 6, 1957 through January 24, 1958, 4:00 
to 5:00 p.m., Los Angeles County Hospital. Fee: $50.00. 


Dermatology. Twelve months full time basic science 
course beginning September 16. Enrollment limited to 
12 qualified physicians. Los Angeles County Hospital. 
Fee: $1,000.00. 


Intensive Review of Internal Medicine. Monday 
through Friday, 8:30 a.m. to 12:30 p.m., September 23 
through October 4. Program scheduled near time Part I 
of the American Board of Internal Medicine examination 
in order to accommodate those physicians who desire an 
intensive review prior to this examination. USC Re- 
search Building, 2025 Zonal Ave., Los Angeles, Fee: 
$65.00. 


Symposium on Sexual Problems. September 27, 9 a.m. 
to 5 p.m., Statler Hotel, Los Angeles. Fee: $25.00. 


Practical Electrocardiography. October 3, 4, 5 and 6, 
Catalina Island. Fee: $75.00. 


Pediatric Clinics for the General Practitioner. Octo- 
ber 8, 1957, through March 18, 1958, 8:30 to 9:30 a.m. 
Childrens Hospital. Fee. $40.00. 


Bedside Clinics and Set Clinics in Internal Medicine. 
Thursdays, October 10, 1957, through January 16, 1958, 
7:30 to 9:30 p.m. Los Angeles County Hospital. Fee: 
$65.00. 


Conferences in Clinical Endocrinology. Hotel Statler, 
Los Angeles, November 7 to 9. Fee: $67.00. 

Contact: Phil R. Manning, M.D., Director, Postgraduate 
Division, University of Southern California School of 
Medicine, 2025 Zonal Avenue, Los Angeles 33. CApital 
5-1511. 


COLLEGE OF MEDICAL EVANGELISTS 


Surgical Anatomy. Dissection, Demonstration and Lec- 
tures. Mondays, 10:00 to 12:00 a.m., 1:00 to 4:00 p.m.; 
Wednesdays, 1:00 to 5:00 p.m., September 30, 1957 
through June 4, 1958. 267 hours. Fee: $250.00. 


Surgical Anatomy. Upper and Lower Extremities. 117 
hours, September 30, 1957 through January 8, 1958. Fee: 
$125.00. 

Surgical Anatomy. Demonstration and Lectures. Wednes- 
days, 3:00 to 5:00 p.m., October 2, 1957 through June 
4, 1958. 74 hours. Fee: $100.00. 

Surgical Pathology. Tuesdays, 1:00 to 4:00, October 1, 
1957, through June 3, 1958, 99 hours. Fee: $100.00. 

For further information write: Chairman, Committee on 
Postgraduate Medicine, School of Medicine, College of 


Medical Evangelists, 1720 Brooklyn Avenue, Los An- 


geles 33. 


Vue-Vox Postgraduate Refresher Courses. Courses 
are made up of four or more half-hour lectures each, 
recorded on hi-fi magnetic tape and illustrated by 35- 
mm. filmstrips or slides in full color, and adapted for 
use on any standard tape recorder and filmstrip or slide 
projector, automatic or manual. 

Contact: Paul D. Foster, M.D., chairman, Committee on 
Audio-Visual Courses, College of Medical Evangelists 
School of Medicine, 316 North Bailey St., Los Angeles 
33. 
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POSTGRADUATE COURSES 


POSTGRADUATE CIRCUIT COURSES 

SACRAMENTO VALLEY Circuit for Dunsmuir, Chico, Marys- 
ville and Auburn, in cooperation with University of Cali- 
fornia, San Francisco, begins week of October 7, 1957. 

Nortu Coast Circuit for Eureka, Ukiah and Napa, in 
cooperation with Stanford University School of Medi- 
cine begins week of October 7, 1957. 


POSTGRADUATE INSTITUTES—1958 


San BERNARDINO, RIVERSIDE AND ORANGE COUNTIES, in co- 
operation with College of Medical Evangelists, Arrow- 
head Springs Hotel, San Bernardino County, February 
13 and 14, 1958. Chairman: Elmer O. Carlson, M.D., 
756 N. Euclid Ave., Ontario. 


West Coast Counties, in cooperation with UCLA School 
of Medicine, Golden Bough Theater and La Playa 
Hotel, Carmel, March 6 and 7, 1958. Chairman: Howard 
C, Miles, M.D., 535 E. Romie Lane, Salinas. 


San Joaquin VALLEY CounrIEs, in cooperation with Stan- 
ford University School of Medicine, Hotel Californian, 
Fresno, March 20 and 21, 1958. Chairman: Henry L. 
Tiesche, M.D., 1759 Fulton St., Fresno. 


Nort Coast Counties, in cooperation with USC School 
of Medicine, Hoberg’s Resort, Lake County, April 10, 
11 and 12, 1958. Chairman: Alfred A. Thurlow, Jr., 
M.D., 185 Sotoyome Ave., Santa Rosa. 

SACRAMENTO VALLEY CounrIES, in cooperation with Uni- 
versity of California School of Medicine, San Francisco, 
Tahoe Tavern, Lake Tahoe, June 19 and 20, 1958. 
Chairman: Robert H. Quillinan, M.D., 616 Alhambra 
Blvd., Sacramento. 

Contact: One of the chairmen listed above, or Mrs. Mar- 
garet H. Griffith, Director, Postgraduate Activities, Cali- 
fornia Medical Association, 417 So. Hill Street, Los 
Angeles 13. Madison 6-0683. 

v v v 

Aupio Dicest FounpaTIOoN, a nonprofit subsidiary of the 
C.M.A., now offers (on a subscription basis) a series of 
hour-long tape recordings designed to keep the physi- 
cian abreast of current happenings in his particular 
field. Composed of practice-useful abstracts from 600 
leading journals, with short lectures and editorial com- 
ments from prominent physicians, Audio Digest offers 
programs covering general practice, surgery, internal 
medicine, obstetrics and gynecology, and pediatrics. 

Contact: Claron L. Oakley, editor, 1919 Wilshire Blvd., 
Los Angeles 57. 


Medical Dates Bulletin 


SEPTEMBER MEETINGS 


Kern County Heart Association Heart Symposium, 
September 17, Saddle and Sirloin, Bakersfield, 7:30 p.m. 
Contact: Eldon E. Geisert, executive secretary, Kern 
County Medical Society, 2603 G St., Bakersfield. 

San Dieco County GeneraL Hospirtat 11th Annual Post- 
graduate Assembly, September 18 to 19. Reception for 
all registrants, 5:00 to 7:00 p.m., September 18. Con- 
tact: Haddon A. Peck, Jr., M.D., 525 Hawthorne St., 
San Diego. 

SOUTHERN CALIFORNIA SOCIETY OF GASTROENTEROLOGY 
dinner meeting, September 24, Los Angeles County Med- 
ical Association Building, 6:30 p.m. Contact: L. M. 
Asher, M.D., secretary-treasurer, 436 N. Roxbury Dr., 
Beverly Hills. 
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Nevapa State Mepicat Association Annual Meeting, 
Las Vegas, September 25 to 28. Contact: Nelson B. Neff, 
executive secretary, P. O. Box 188, Reno. 


AmeERICAN Fracture Association Eighteenth Annual 
Meeting, El Paso, Texas, September 30 to October 3. 
Contact: H. W. Wellmerling, M.D., 606 Grieshum Bldg., 
Bloomington, Illinois. 


OCTOBER MEETINGS 


San Francisco Heart Association 28th Annual Post- 
graduate Symposium on Heart Disease, October 2 to 4, 
St. Francis Hotel, San Francisco. Contact: Lawrence I. 
Kramer, Jr., executive director, 250 Geary St., San Fran- 
cisco 2. 


American Cancer Society, California Division Annual 
Cancer Conference, October 3, 2 to 5 and 8 to 10 p.m., 
Fairmont Hotel, San Francisco. Contact: Gerson Bis- 
kind, M.D., chairman, Program Committee, 450 Sutter 
St., San Francisco 8. 


WESTERN INDUSTRIAL MeEpIcAL AssocIATION Sixteenth An- 
nual Meeting combined with First WesTERN INDUSTRIAL 
HEALTH CONFERENCE, Biltmore Hotel, Los Angeles. 
October 4 to 6. Contact: E. J. Zaik, M.D., secretary, 
Western Industrial Medical Association, 740 South Olive 
Street, Los Angeles 14. 


San Dieco County Heart Association Seventh Annual 
Professional Symposium on Heart Disease. U. S. Naval 
Hospital, San Diego, October 8. Contact: O. Martin 
Avison, executive director, San Diego County Heart 
Association, 1651 Fourth Ave., San Diego. 


Los AnceLtes County Heart Association 27th Annual 
Symposium on Heart Disease, Wilshire-Ebell Theatre, 
4401 W. Eighth St., Los Angeles, October 9 and 10. 
Contact: Walter S. Thompson, Jr., M.D., chairman, 660 
S. Western Ave., Los Angeles. 


American Cancer Society, Washington Division Annual 
Meeting, October 11, Olympic Hotel, Seattle. Board of 
Directors Meeting, October 12. Contact: Mrs. Esther 
Ristine, Office Manager, 123 W. Harrison, Seattle 99, 
Washington. 


AMERICAN SOCIETY OF ANESTHESIOLOGISTS, October 14 to 
18, Statler Hotel, Los Angeles. Contact: Edward B. 
Tuohy, M.D., local chairman, 305 S. Westlake Ave., Los 
Angeles, telephone DUnkirk 7-4236. 


Western OrtTHOPEDIC AssociATION Annual Meeting, Octo- 
ber 20 to 24, Santa Barbara. Contact: Walter Scott, 
M.D., secretary, 1321 N. Vermont Ave., Los Angeles 27. 


State Boarp oF Mepicat Examiners Written Examina- 
tion, October 21 to 24, Sacramento. 


CALIFORNIA CONFERENCE OF LocaL HEALTH OFFICERS 
Semi-Annual Meeting, October 22 to 24, San Francisco. 
Contact: Donald G. Davy, M.D., State Dept. of Public 
Health, 2151 Berkeley Way, Berkeley. 


CALIFORNIA SOCIETY OF INTERNAL MEpICcINE Annual Meet- 
ing, October 25 to 27, El Mirador, Palm Springs. 
Contact: Mrs. Mildred B. Coleman, executive secretary, 
350 Post St., San Francisco 8. 


CALIFORNIA Society INTERNAL MEDICINE Scientific Session, 
The Thyroid. El Mirador, Palm Springs, 2 to 5 p.m., 
October 26. Contact: William L. Cover, M.D., 575 Fifth 
St., San Bernardino. 


tContact: Louis E. Jones, M.D., 1020 N Street, Sacramento 14. 
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NOVEMBER MEETINGS 


CALIFORNIA ACADEMY OF GENERAL Practice Ninth Annual 
Scientific Assembly, November 3 to 6, Hotel Statler, 
Los Angeles. Contact: William W. Rogers, executive 
secretary, 461 Market Street, San Francisco. 


Pan-PaciFic SurcicaL AssociaTION Seventh Congress, 
November 14 to 22, Honolulu, Hawaii. Contact: F. J. 
Pinkerton, M.D., Director General of Pan-Pacific Sur- 
gical Association, Room 230, Young Bldg., Honolulu, 
Hawaii. 

Society GrapuaTE INTERNIsts Annual Symposium, No- 
vember 15 to 17, Statler Hotel and Los Angeles County 
General Hospital. Contact: Wallace Frasher, M.D., sec- 
retary, 1200 N. State St., Los Angeles. 


DECEMBER MEETINGS 


AMERICAN COLLEGE OF CHEsT PuysiciANs Postgraduate 
Course on Diseases of the Chest, Ambassador Hotel, 
Los Angeles, December 9 to 13. Contact: Alfred Gold- 
man, M.D., chairman, 416 N. Bedford Drive., Beverly 
Hills. 


1958 MEETINGS 


Cotorapo State Mepicat Society Midwinter Clinical 
Session, February 18 to 21, Shirley-Savoy Hotel, Denver. 
Contact: Harvey T. Sethman, executive secretary, 835 
Republic Bldg., Denver 2. 


CAiForNIA SociETy OF PLastic SurGEONS Annual Meet- 
ing, March 20 to 22, Del Monte Lodge, Del Monte, Cali- 
fornia. Contact: Benjamin F, Edwards, M.D., 2200 
Santa Monica Blvd., Santa Monica. 


INTERNATIONAL COLLEGE OF SuRGEONS 23rd Annual Con- 
gress of U. S. and Canadian Sections 11th Biennial In- 
ternational Congress, March 9 to 13, Hotel Ambassador, 
Los Angeles. Contact: J. M. de los Reyes, M.D., general 
chairman, 2010 Wilshire Blvd., Los Angeles 57. 


AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS, 
April 21 to 23, Los Angeles. Contact: John C. Ullery, 
M.D., secretary, 15 South Clark St., Chicago 3. 


CauirorniA Mepicat Association Annual Meeting, Am- 
bassador Hotel, Los Angeles, April 27 to 30. Contact: 
John Hunton, executive secretary, 450 Sutter St., San 
Francisco 8, or Ed Clancy, director, Public Relations, 
417 South Hill St., Los Angeles 13. 


SoutH Dakota Mepicat Association Annual Meeting, 
May 17 to 20, Huron, South Dakota. Contact: John C. 
Foster, executive secretary, 300 First National Bank 
Building, Sioux Falls, S. D. 


WesTeRN BrRANCH, AMERICAN Pusiic HEALTH ASSOCIA- 
TION Annual Meeting with Canadian Public Health As- 
sociation, May 18 to 23, Vancouver, B. C. Contact: 
Mrs. L. Amy Darter, secretary-treasurer, 2151 Berkeley 
Way, Berkeley 4. 

AMERICAN LARYNGOLOGICAL AssocIATION, May 19 to 20, 
San Francisco. Contact: James H. Maxwell, M.D., sec- 
retary, University Hospital, Ann Arbor, Michigan. 

AMERICAN BrONCHO-EsSOPHAGOLOGICAL AssOcIATION, May 
21 to 23, San Francisco. Contact: F. Johnson Putney, 
M.D., secretary, 1719 Rittenhouse Square, Philadelphia, 
Pa. 

CauirorniA Heart Association Annual Meeting, Scien- 
tific Session and Directors Meeting, Hacienda Motel, 
Fresno, May 23 to 25. Contact: J. Keith Thwaites, ex- 
ecutive director, 1428 Bush St., San Francisco. 
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INFORMATION 


Preparation to Combat Asiatic 
Influenza 


A PROGRAM to combat a possible outbreak of Asiatic 
influenza was adopted late in July by the Board of 
Trustees of the American Medical Association. 

The Board has set up a special Committee on 
Influenza to implement the information and opera- 
tional phases of the A.M.A. program. It consists of 
existing Committee on Civil Defense of the Council 
on National Defense (Drs. Harold C. Lueth, Cortez 
F. Enloe, Carroll P. Hungate, David Henry Poer, 
Max L. Lichter, Roscoe L. Sensenich and Charles 
W. Steele) augmented by two members of the Board 
—Drs. Hugh H. Hussey, Jr., and James Z. Appel. 
Dr. Lueth is chairman. 


POLICY ON VACCINATION 


As to the question of vaccination, the Board of 
Trustees of the A.M.A. voted to cooperate with the 
United States Public Health Service in providing 
the public with information as to the need of vac- 
cination against Asiatic influenza, provided the 
vaccine is safe and effective and there is need for 
widespread immunization. 

Following the action of the Board, a group of 
Trustees met with the Secretary of Health, Educa- 
tion and Welfare and the Surgeon General of the 
U.S.P.H.S. and approved [July 22, 1957] the fol- 


lowing statement for publication: 


“The Public Health Service, in cooperation with 
the medical profession, will stimulate and promote 
a nationwide voluntary program of vaccination 
against the prevalent strain of influenza. It will not, 
however, request federal funds for the purchase or 
administration of vaccine—except for its own legal 
beneficiaries. The State and Territorial Health Off- 
cers and the American Medical Association have 
jointly assured the Surgeon General that community 
resources, both public and private, will be mobilized 
to provide vaccinations for persons who are unable 
to pay for such protection.” 


The program stemmed from a meeting called 
July 9 at A.M.A. headquarters in Chicago to draft 
recommendations. Dr. Harold C. Lueth presided 
over the meeting, which was attended by Dr. Wil- 
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liam H. Stewart of the Public Health Service and 
Dr. Madison D. Brown of the American Hospital 
Association. A.M.A. representatives included Dr. 
George F. Lull, Dr. Austin Smith, Dr. Edward 
Pinckney, Mr. Leo Brown, Mr. John Bach, Mr. Tom 
Hendricks and Mr. Frank W. Barton. 

Excerpts of a report issued from that meeting 
follow: 


Summary of Data Reviewed and Factors Considered 

Through the Public Health Service and the World 
Health Organization, reports of the disease, world- 
wide, are received daily. Regular weekly reports, 
morbidity and mortality, reflect the current situa- 
tion. There are several reports of influenza occur- 
ring in military bases in the Continental U. S. Also, 
some reports of influenza epidemics have been sug- 
gested in civilian communities. However, they have 
not been substantiated by virus identification. 

A brief summary of the influenza epidemic char- 
acteristics includes: 

(a) Infective agent—virus Japan 507 of 1957. 

(b) Incubation period—probably 1 to 2 days. 

(c) Incidence—variable, figures not entirely re- 
liable—15 to 20 per cent. 

(d) Contagious period—uncertain, 1 to 5 days. 

(e) Transmission—droplet infection. 

(f) Symptoms—fever, prostration, headache, las- 


’ situde. 


(g) Signs—coryza. 

(h) Course—generally short duration, 3 to 5 
days. 

(i) Complications—rare, not serious except in 
the very young, old or those debilitated. 

(j) Treatment — no specific therapy, usually 
symptomatic; antibiotics of little value; good nurs- 
ing care. 

(k) Mortality—figures unreliable, probably quite 
low except in the young, old or those debilitated. 


There are inherent problems in attempts to draw 
conclusions from the influenza epidemics of the Far 
East and its appearance in the Continental United 
States. In the Far East where overcrowding, mal- 
nutrition, insufficient sanitation and presence of 
other human diseases are prevalent, the situation 
differs from that in the United States. The appear- 
ance of the disease among United States military 
personnel cannot be used, without modification, in 
forecasting probable effects among civilian com- 
munities and personnel as factors such as earlier 
immunization of military personnel with influenza 
vaccine, strict military control, regular sick calls, 
ready availability of medical and hospital care have 
their influence on the disease. Experiences in the 
Far East among military and civilian personnel are, 
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however, the only guides that are currently available. 


Consideration must be given to the medical, econ- 
omic, and political impact of any epidemic that 
appears suddenly and attacks 15 to 20 per cent of 
the population. The A.M.A. would do well to have 
sound medical plans and an effective organization 
to meet the medical aspects of an influenza epi- 
demic. The rapid onset of the epidemic makes it 
mandatory to have plans prepared well in advance 
and to see that local medical societies are cognizant 
of the magnitude of the problem prior to the occur- 
rence of the epidemic. It is evident from experience 
gained in polio itis outbreaks that the public 
looks to the medical profession and the Public 
Health Service for leadership in these emergency 
situations. It is imperative that the A.M.A. have a 
plan that is flexible enough to cope with a quick- 
spreading influenza epidemic. The plan must be 
realistic and suitable for implementation by state 
and local county medical societies. 

Reports indicate the degree of prostration is such 
that patients become bedridden within a short 
period of time. In the military, the majority of 
patients were hospitalized. Among civilian groups, 
greater reliance must, of necessity, be placed on 
home care as the current high occupancy rates in 
civilian hospitals does not permit large numbers of 
influenza patients gaining admissions to hospitals. 
Special situations would develop in civilian groups 
if the disease occurs in camps, large meetings, or 
assemblies as too frequently there are not adequate 
reserve facilities available for providing bed care 
for large numbers of patients who suddenly become 
ill. Each community should make a serious study 
and have suitable plans to cope with epidemics that 
might occur. 

The use of vaccine in an influenza epidemic poses 
many problems. There may be difficulty in obtaining 
a large enough quantity of vaccine of this specific 
strain early enough so that it may be administered 
in sufficient time to evoke an adequate protective 
antibody response. There is question as to type 
specificity of vaccine. There would be difficulty in 
administering the vaccine depending upon public 
and professional acceptance. If it were a mild in- 
fluenza epidemic, it is quite likely that the medical 
profession would find it difficult to use the supply 
manufactured. If it were a sudden large-scale epi- 
demic, there would be a great clamor for the vac- 
cine at a time when the epidemic is at its peak and 
when the vaccine would be the least effective. This 
would present a difficult problem. Method of control 
of the vaccine would present all of the problems 
encountered by the distribution of the Salk polio- 
myelitis vaccine. 

Antibiotics are generally agreed to be ineffective 
in virus infections. It is felt that there would be a 
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certain amount of public demand for the use of 
antibiotics in influenza epidemics. Since it is well 
known that primarily influenza infections often are 
followed by secondary bacterial infections, a degree 
of justification in the use of antibiotics can be 
advanced. 


In addition to the resources within the Association 
there are a number of other resources available. The 
Surgeon General of the Public Health Service has 
pledged the resources of the Public Health Service 
to the A.M.A. in the matter of furnishing informa- 
tion and assistance preceding and during the period 
of an influenza epidemic. These include: Technical 
reports giving incidence rates, nationwide and 
worldwide; resources for the isolation and iden- 
tification of infecting agents; sending of special 
epidemiologists to areas upon request for studies in 
the spread and control of epidemics; assistance to 
the state and local committees upon request for 
augmentation during an influenza epidemic. 


The Department of Defense can be requested to 
furnish information concerning its experience in 
influenza cases among the military personnel and 
in their clinical handling of these patients. The 
Commission on Influenza of the Armed Forces Epi- 
demiology Board has made continuing studies on 
the problem of influenza and could be requested to 
furnish specific information. The World Health 
Organization has a steady flow of information on 
reported influenza cases as they occur throughout 
the world. 


Assumption as to Alternate Courses 
Epidemic May Take 

Based upon the foregoing information reviewed 
by the study group on July 9, it appears that should 
an influenza epidemic break out in the United 
States, it would take the following alternate courses: 


1. Few minor sporadic outbreaks this summer 
but disappearing without large-scale epidemic; 

2. Explosive outbreak of influenza in the sum- 
mer of 1957 (before September 1) with same attack 
rate and mortality rate as currently exists; 

3. Few minor sporadic outbreaks this summer 
with explosive outbreak in fall or winter of 1957 
(after September 1) with same attack rate and 
mortality rate as currently exists; 


4. Explosive outbreak in fall or winter with high 


attack rate and high mortality rate (similar to 
1918). 


Operational Phase 


1. Immediate steps should be taken to inform 
state and county medical societies of the impact of 
influenza epidemics on normal professional services. 


2. The A.M.A. should suggest that state and 
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county medical societies prepare or develop ade- 
quate stand-by programs and plans to cope with 
any such epidemics. 

3. In the formulation of these plans, considera- 
tion should be given to expanded professional care 
through the utilization of all medical personnel, 
regardless of type of practice. 


4. Plans should include mobilization of other pro- 
fessional resources such as nurses, nurses’ aides, 
pharmacists, and others. 


5. Action to make full use of hospital facilities 
should be explored, such as curtailment of elective 
surgery, diagnostic studies, etc. The use of Federal 
Civil Defense Administration Emergency Hospital 
units might be required. 

6. Recommend that state and local programs be 
coordinated with public health agencies and state 
and local health departments. There should be close 
cooperation concerning diagnosing and reporting 
influenza cases. Joint planning may be advisable in 
many areas. 


LEROY E. BURNEY, M.D., Surgeon General, 
U. S. Public Health Service 


Durinc recent weeks the eyes of the medical pro- 
fession have been on the influenza epidemic which 


swept through the Far East. Thus far only sporadic . 


outbreaks have occurred in this country, affecting 
several thousand people. Experts in the field say 
there is little question that we will have an epidemic 
in this country sometime during the fall and winter 
months. 

Since 1948 the Influenza Study Program spon- 
sored by the World Health Organization has main- 
tained a system of reporting specific diagnoses of 
influenza in the United States, Canada, South Amer- 
ica and Europe. 

The current epidemic was first reported in Hong 
Kong and Singapore in late April, 1957. Epidemics 
followed rapidly in Taiwan, the Philippines, the 
Malay States, Japan, India and other areas. Virus 
sent to this country for antigenic analyses were 
found to be type A, but antigenically different from 
any previously known A strains in the hemoagglu- 
tination inhibition test. Animal antisera prepared 
against type A strains did not inhibit or neutralize 
the new variant and no protective antibody could be 
demonstrated in sera from human beings repeatedly 
vaccinated with previously prevalent type A virus. 


Information to date suggests that little protection 
against the new virus is gained by previous vaccina- 
tion with existing influenza vaccine. 


This is a condensed version of an article appearing in the Journal 
of the American Medical Association. 
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Beginning June 2 a series of influenza outbreaks 
were reported among ships which had been berthed 
in Narragansett Bay, Newport, R. I. Spread of the 
epidemic was erratic. Subsequent infections have 
been reported in San Diego, Monterey, Davis and 
San Francisco, Calif.; Cleveland, Ohio; Lexington, 
Ky.; Valley Forge, Pa.; Salt Lake City, and Grin- 


nell, Iowa. 


Clinical and Public Health Aspects 


The experience in Asia and in the United States 
provides no basis for predicting an increase in 
severity of infection in the coming fall and winter 
or during the next year or two. The present concern 
arises largely from the possibility that a more viru- 
lent variety of the Asian type may emerge. The 
severity of the 1918 epidemic is believed to have 
been due to some mutation which exposed the pop- 
ulation to a virus or viruses radically different 
antigenically from those strains to which they had 
been previously exposed. 


Influenza is usually characterized by abrupt on- 
set, prostration, fever up to 104, headache, myalgia, 
cough and sore throat. X-ray examinations of the 
chest usually show no abnormal findings. Leuko- 
penia is common in uncomplicated cases. The febrile 
period usually lasts three to five days, following 
which the patient may complain of extreme weak- 
ness for several more days. 


In laboratory diagnosis of individual cases, the 
virus may be isolated from secretions of the nose 
and throat early in the course of the illness. The 
procedure consists of inoculating chicken eggs which 
have been incubated for about ten days, and recov- 
ering the virus in the fluids of the embryonic sac. 


Paired specimens of blood, one taken in the acute 
phase and the other ten days to two weeks later, may 
be used for serological tests. A fourfold or greater 
rise in antibody titer is regarded as an indication of 
influenza infection. Since neither of these laboratory 
procedures can be completed while the patient is 
still acutely ill, they are of little value to the physi- 
cian in prescribing treatment. Such tests are neces- 
sary, however, to confirm the presence or absence 
of influenza in a community. 


Immunological Aspects 


Studies in the military reveal that a properly 
conditioned vaccine is 70 per cent effective under 
epidemic conditions and that reactions to the vac- 
cine are quite rare. Individuals known to be sensi- 
tive to egg are not given the vaccine since virus is 
grown in embryonated eggs. 


The manufacturers of vaccines are able to produce 
a satisfactory monovalent vaccine (containing the 
Asian strain) in sufficient quantity for civilian use 


207 





this winter. They are currently working on a large- 
scale production basis. 


Present Considerations 


Isolation of causative virus has been made prior 
to the appearance of influenza in the United States; 
thus for the first time in history we are in the for- 
tunate position of being ahead of an impending 
epidemic of influenza. It seems probable that in- 
fluenza will continue to spread for the remainder 
of the summer months but will not be highly epi- 
demic in this country until fall and winter when 
outbreaks may be anticipated. While the disease will 
probably be mild there is always the outside possi- 
bility of a repeat of the 1918 epidemic. There is a 
further possibility that the virulence of the infection 
as reflected in case-mortality rates will increase. 
Even though these are still only possibilities, any 
preparations which need to be done to meet these 
eventualities must be accomplished now. After a 
pandemic starts it will be too late. 


At the invitation of the wHo, a plan for investiga- 
tion of influenza outbreaks in foreign countries has 
been developed by the influenza commission of the 
Armed Forces Epidemiological Board. Teams mak- 
ing the studies will be particularly interested in 
determining (a) the properties of the virus, (b) 
complete clinical descriptions, (c) whether a bac- 
terial component is associated with the illness, and 
(d) epidemiologic aspects. 


The American Medical Association has already 
announced a program designed to offset the severe 
strain placed on medical personnel when so many 
people suddenly become ill. 


Finally, in recent years the nature of influenza 
in this country has not warranted the use of in- 
fluenza vaccine except on a group basis to minimize 
absenteeism or in so-called priority groups. How- 
ever, the present influenza epidemic, with its rapidity 
of spread and high attack rate is sufficiently unusual 
to press for immunization against the new strain of 
influenza virus. As a properly constituted vaccine 
is the only preventive for this disease, the Public 
Health Service with the Association of State and 
Territorial Health Officers and the American Medi- 
cal Association plans to promote the use of the 
vaccine as soon as it becomes available. To accom- 
plish this we plan to embark upon an educational 
and promotional campaign to encourage all persons 
who want it to seek influenza vaccine on a voluntary 
basis. Any such campaign must be conducted in an 
orderly fashion to avoid confusion and hysteria in 
the public and will call for the combined efforts of 
all of us. 


In summary: 
1. Influenza has been known for centuries under 
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a variety of names but except for the pandemic of 
1918, the illness was regarded lightly. 

2. For the past 25 years it has been possible to 
incriminate certain strains of Type A virus and 
Type B virus as causative agents of cyclic outbreaks 
of influenza. 

3. The current epidemic in the Far East and 
sporadic outbreaks in the United States and else- 
where are caused by a new strain of Type A virus 
popularly known as the Far East strain. 

4. There is a distinct probability that the current 
influenza epidemic will increase and develop into 
pandemic proportions by late fall or winter. Also 
there lurks the possibility of an increase in virulence 
of the infection as reflected in case-mortality rates. 

5. A properly constituted vaccine containing the 
new strain of Type A virus represents the only 
preventive tool at our command. 

6. Influenza vaccines have been proven effective 
and safe in controlled studies conducted by the 
military. 

7. The Public Health Service, in cooperation with 
the State and Territorial Health Officers and the 
American Medical Association will stimulate and 
promote a nationwide voluntary program of vac- 
cination against the prevalent strain of influenza. 


The Private Physician and 
Public Welfare 


DONALD K. FREEDMAN, M.D.,* San Francisco 


In Juty 1957 Governor Knight signed legislation 
providing for the purchase of medical care for pub- 
lic assistance recipients in California. Welfare clients 
will now secure more of their medical services, as 
other citizens do, in offices of private physicians. Be- 
hind this is a 20-year developmental period leading 
to this program for improving the health of persons 
receiving welfare aid. 


In 1935 the initial social security legislation in 
this country was enacted by Congress to meet the 
economic needs of persons in distress. From then 
until 1950 only one significant change in the Social 
Security Act occurred, the addition of survivor ben- 
efits in 1939. Since 1950, however, Congress has 
amended the Social Security Act at three sessions. 
The most significant of these changes, aside from 
increases in insurance coverage and amount of bene- 
fits, reflected Congressional concern for persons with 
medical problems. In 1950 Congress added a public 
assistance category for the totally and permanently 
disabled, provided that recipients who were patients 


*Dr. Freedman is Area Medical Consultant, State Department of 
Social Welfare, San Francisco. 
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in public medical institutions could continue to re- 
ceive assistance payments, and added the “disability 
freeze” provision whereby a worker in covered em- 
ployment had his rights to receive retirement benefits 
fixed at the time of disability. 


In 1956 Congress added a provision for insurance 
benefits to be paid to all disabled persons in covered 
employment upon reaching age 50. Further, it made 
specific provision for payment of medical care in 
behalf of public assistance recipients and created a 
separate and additional source of federal funds for 
this purpose (P.L. 880). These additions gave recog- 
nition to the fact that a major cause of dependency 
is sickness or disability. 


The new state law establishes a Medical Care 
Fund created by equal federal and state contribu- 
tions, totaling three dollars a month for each child 
and six dollars a month for each adult receiving 
public assistance (Aid to Needy Children, Aid to the 
Blind, and Old Age Security programs only). This 
amount is placed in a pooled fund for use through- 
out the state without specific limitation as to county 
or the amount that may be used for an eligible 
recipient. In addition to the matched funds, Califor- 
nia is contributing to the fund for medical care of 
children in institutions, and some others, although 
unmatched by federal contribution. Clients receiving 
Aid to Totally Disabled and those on county gen- 
eral relief are not covered under the medical care 
program. 

The size of the fund has been estimated for the ini- 
tial full year of operation at twenty-nine and one- 
half million dollars. Inasmuch as this will not pur- 
chase all medical care that may be required by eligi- 
ble recipients, a large portion of whom are over 65 
years of age, limitations have been placed by the 
State Board of Social Welfare. These limitations re- 
late to services that do, or do not, require prior au- 
thorization from the county welfare department. For 
example, without prior authorization, physicians 
may provide or prescribe three home or office visits 
for any one illness if within 90 days of the first visit, 
drugs (U.S.P., N.N.R., N.F.), urinalysis and blood 
counts, visiting nurse services up to five visits. With 
prior authorization, the above limitations do not 
apply, and services such as elective office surgical 
procedures, radiologic services, complete physical 
examinations and rehabilitation may be provided. 
No payments will be made for hospital care, mater- 
nity cases, treatment of venereal disease or mental 
illness. 

In order to use the limited funds effectively and 
fairly, a medical consultant will be employed by each 
county welfare department. His duties will include 
some which are administrative, consultative, clinical, 
educational and professional. He will be in touch 
with practicing physicians regarding authorizations 
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requested for treatment, for diagnostic tests or for 
special consultation. He will assist the physician and 
social worker in securing other medical or rehabili- 
tation services as recommended. His role, therefore, 
is broad and vital to the program. 


The main purpose of the program is to extend 
needed medical and other health services beyond 
those currently available to recipients of public wel- 
fare. Consequently, county welfare department staffs, 
aided by the medical consultant, will acquaint cli- 
ents with community services, whenever it is deemed 
advisable, such as mental hygiene and public health 
clinics, health department services, rehabilitation 
centers and so forth. The Medical Care Fund will be 
used for the services of private physicians and other 
vendors such as dentists, visiting nurse associations, 
clinical laboratories and pharmacists. Clients will 
have free choice of physician. 


For some time, clients with outside income have 
been able to purchase medical care independently. 
Such outside income includes that received from Old 
Age and Survivor’s Insurance, responsible relatives, 
earnings, public or private pension plans, insurance 
policies, union welfare plans and workmen’s com- 
pensation. The continued use of such funds will ex- 
tend the Medical Care Fund by several million 
dollars. 

As required by law, an advisory committee to the 
department has been appointed by the State Board 
of Social Welfare. The nine members are representa- 
tive of organizations and groups concerned with pro- 
viding medical care. Representing the medical pro- 
fession are Doctors William F. Quinn, Los Angeles; 
Donald C. Harrington, Stockton, and Samuel R. 
Sherman, San Francisco. This committee will meet 
regularly to consult with the department on major 
problems of the medical care program as they arise. 

For many years, public assistance recipients have 
been exposed to wide variation in type and quality 
of medical care. Efforts of the social work profession 
have persistently sought to help clients to get medi- 
cal and rehabilitation services as needed. In this 
connection the expanded program offers new and 
unusual opportunities to the medical profession— 
i.e., including welfare clients as private patients. It 
provides the physician with the chance of expediting 
treatment and minimizing dependency, and of pro- 
moting the health of children. Need for hospitaliza- 
tion in some cases will be prevented by the in- 
creased availability of medical care, while in other 
cases the patient may be discharged earlier with the 
possibility of physician and nursing care in the 
home. This saving should offset some of the county 
expenditures for hospital and medical care. Finally 
it will effect a private doctor-patient relationship 
amongst a group previously dependent almost to- 
tally upon public medical care. 
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Guides to Relationship with 
Labor Funds 


At a joint meeting in April the Council on Industrial 
Health and the Council on Medical Service of the 
American Medical Association approved guides to rela- 
tionships between state and county medical societies 
and the United Mine Workers of America Welfare 
and Retirement Fund.* 


After careful consideration, the Board of Trustees 
voted to approve the report of the two councils and 
to submit the guides to the House of Delegates for 
its consideration and action. 


The Reference Committee on Miscellaneous Busi- 
ness to which this report was referred by the Speaker 
of the House made this special recommendation con- 
cerning it: 

Your committee wishes to recommend that the 
Board of Trustees study the feasibility and possibility 
of setting up similar guides for relations between state 
and county medical societies and other groups, such 
as management plans, other labor unions, etc. 


Note: With the amendments suggested by the Refer- 

ence Committee, the “Suggested Guides” adopted by 
the House read as follows: 
THE Committee on Medical Care for Industrial 
Workers was established over seven years ago. 
Among its early studies were those on direct medical 
service plans among employed groups (union and 
management health centers) and state insurance 
laws providing cash benefits for temporary dis- 
ability. Concurrently, the committee was actively 
concerned with the medical-hospital problems in the 
bituminous coal mining areas. The latter stemmed 
largely from the recognition given by the House of 
Delegates in July, 1946, to the National Bituminous 
Coal Mine Wage Agreement. 

A fact-finding survey was subsequently conducted 
“covering all aspects of living in the mine areas.” 
Rear Admiral Joel T. Boone headed the medical sur- 
vey of these areas and was accompanied by Ameri- 
can Medical Association representatives among 
others. 

A report entitled “Medical-Hospital Problems in 
the Bituminous Coal Mining Areas” was published 
in the January 31, 1953, issue of The Journal of the 
American Medical Association as the report of the 
conference held in Charleston, West Virginia, Sep- 
tember 6 to 7, 1952. This conference had been spon- 
sored by the Committee on Medical Care for Indus- 
trial Workers, which by that time was a joint com- 
mittee of the Council on Medical Service and the 
Council on Industrial Health. To quote from that 
report, “One of the direct results of this survey was 


creation of the UMWA Welfare and Retirement 


*In the interest of brevity the term ‘‘Fund’’ is used here to refer to 
the medical administration (Executive Medical Officer, including Area 
Medical Administrators and other medical representatives) of the 
United Mine Workers of America Welfare and Retirement Fund, ex- 
cept where ‘‘the Fund’’ is clearly meant; the term ‘medical society’ 
is used to refer to the county, state, or regional medical society; and 
the term ‘‘Fund beneficiaries’ is used to refer to miners and their 
dependents. 


Fund to be financed from a royalty of 5 cents [since 
increased to 40 cents] per ton of coal mined and 
paid for by the consumers.” 

Among the activities supported by this UMWA 
Welfare and Retirement Fund is the program for the 
medical care of coal miners and their dependents. 
In May, 1952, representatives of the Council on 
Medical Service and the Council on Industrial 
Health and the Committee on Medical Care for In- 
dustrial Workers accompanied representatives of the 
Fund in a survey of the medical care facilities in the 
area. 

Out of this and other surveys, as well as four 
major Conferences on Medical Care in the Bitumi- 
nous Coal Mining Area, better understanding among 
the parties concerned resulted, although serious 
problems remained. The question of understanding 
the nature of the United Mine Workers medical care 
program, of adjusting to it and adapting it to other 
community efforts, created continuing problems in 
the relationships between the Fund, individual phy- 
sicians and the medical societies concerned. The 
creation of medical society liaison committees’ to 
work with Fund Area Medical Administrators and 
other Fund representatives emerged as a promising 
element in the solution of problems. 


PRESENT ISSUES 


The main issue which faces physicians today is 
the impact of the intervention of a third party—in 
this case the United Mine Workers Fund—on the 
physician-patient relationship with respect to (1) 
the free choice of physician by beneficiaries of the 
Fund, and (2) the method of remuneration of 
physicians. 

The following is a brief account of the events 
which seem to have sharpened the issues: 


Free Choice: The medical profession believes that 
licensed physicians should be accepted as qualified 
to perform such services as they believe themselves 
competent to perform and are so considered by their 
professional peers unless proved otherwise; simi- 
larly, hospitals should be judged on their individual 
performances. 

The Fund has frequently assumed the prerogatives 
of judging treatment given by physicians, the quali- 
fications of physicians for hospital appointments, 
the selection of hospitals, and the selection of hos- 
pital staffs. 

The Fund claims that on the basis of experience 
it has found some physicians were providing poor 
quality care and were performing unnecessary sur- 
gery, were permitting excessive hospitalization, or 
were overcharging. In some areas the Fund has 
sought to correct what it claimed were abuses by 
limiting payments for surgical care for Fund bene- 
ficiaries to physicians who are board-certified or 
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board-eligible specialists or members of the Ameri- 
can College of Surgeons. The Fund has thereby ex- 
cluded from its approved lists other physicians in 
some areas who are admittedly well qualified to per- 
form such services. Furthermore, the Fund has also 
excluded from its approved lists some surgeons who 
are board certified. The Fund has also removed 
some accredited hospitals from its lists of acceptable 
institutions and retained some which are not ac- 
credited. 

Remuneration: The Fund began its program by 
paying all physicians on a fee-for-service basis and 
still continues this method in some areas. In some 
areas, however, the Fund has employed or evolved 
methods of payment other than fee-for-service. The 
Fund has developed what it calls the “block-for- 
service” payment or contract arrangement, and has 
encouraged salary and retainer forms of remunera- 
tion, all of which many physicians believe are un- 
desirable. A large number of physicians also believe 
that the fee-for-service remuneration is the method 
most conducive to good medical care. In some areas 
the medical profession believes the Fund should re- 
imburse the patient instead of paying the physician 
for services rendered. 

Although these issues have assumed, in some 
areas, the appearance of new developments, they 
have, in fact, been problems for discussion since 


the early days of the Fund and other third party 


programs. 

In fact, in May of 1948 the representatives of the 
Council on Medical Service and the Council on In- 
dustrial Health made a number of recommendations 
to Dr. Sayers, former medical director of the UMWA 
Fund; among them are the following* : 

“This program should . . . make available the best 
possible medical and hospital care (or perhaps 
health care) to the miners and their families; 

“A free choice of physicians and hospitals by the 
patient should be preserved in all communities 
where a choice can exist; 

“A fee-for-service method of payment of physi- 
cians should be maintained except under unusual 
circumstances.” 


LIAISON COMMITTEES 


Liaison committees created for the purpose of re- 
solving differences between the medical profession 
and the Fund have not been used always by the 
Fund and sometimes have not functioned effectively. 
The attitudes of some Area Medical Administrators 
and other Fund representatives and/or of members 
of liaison committees are said to have served as bar- 
riers to cooperation and mutual understanding in 
several instances. 


*Published in The Journal of the American Medical Association, 
January 31, 1953, Vol. 151, No. 5, pp. 407-412. 
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On the other hand, in Pennsylvania the liaison 
committee and the Fund did create an agreement 
designed to set up some guides for the relationship 
between the medical profession and the Fund. This 
was known as the Pennsylvania Agreement.? 


The Pennsylvania Agreement was greeted with 
enthusiasm by the Committee on Medical Care for 
Industrial Workers for its seemingly realistic ap- 
proach to perplexing problems of these relation- 
ships. The fact that the Pennsylvania Agreement 
was abrogated by the Medical Society of the State 
of Pennsylvania on October 23, 1956, and other 
states are reassessing their relationships with the 
Fund, has greatly complicated the task of the Com- 
mittee on Medical Care for Industrial Workers. 


INTRODUCTION TO GUIDES 


In response to requests from various medical so- 
cieties and the Executive Medical Officer of the 
Fund, the Committee on Medical Care for Industrial 
Workers has developed and is setting forth the fol- 
lowing “Suggested Guides to Relationships Between 
State and County Medical Societies and the United 
Mine Workers of America Welfare and Retirement 


Fund.” 


The preparation of these Suggested Guides is in 
keeping with the directions given to the Committee 
on Medical Care for Industrial Workers by the 
House of Delegates at the June, 1955, meeting in 
Atlantic City. At that time the House adopted a 
resolution to the effect “That all other controversial 
matters arising between the UMWA Welfare and Re- 
tirement Fund and the participating physicians which 
cannot be reconciled at the local or state level shall 
be promptly referred to the Committee on Medical 
Care for Industrial Workers of the Council on Med- 
ical Service and the Council on Industrial Health 
of the American Medical Association.” 


The committee wishes to point out that all parties 
should endeavor to utilize the Suggested Guides; 
they surely will fail in their purpose if they are used 
by one party only or if some suggestions are fol- 
lowed and others ignored. The application of these 
guides, however, in any given situation and the 
exact working procedures are to be decided upon 
between the county and state medical societies and 
the Fund in light of varying local conditions and 
applicable laws. 


GENERAL GUIDES 


The fundamental concepts on which the recom- 
mendations are based are: 


+Published in The Journal of the American Medical Association, 
May 12, 1956, Vol. 162, No. 2, pp. 155 and 164-165. 


$Published in The Journal of the American Medical Association, 
July 9, 1955, Vol. 158, No. 10, pp. 842-843. 
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1. All persons, including the beneficiaries of a 
third party medical program such as the UMWA 
Fund should have available to them good medical 
care and should be free to select their own physi- 
cians from among those willing and able to render 
such service. 


2. Free choice of physician and hospital by the 
patient should be preserved: 


a. Every physician duly licensed by the state to 
practice medicine and surgery should be assumed 
at the outset to be competent in the field in which 
he claims to be, unless considered otherwise by his 
peers. 

b. A physician should accept only such terms or 
conditions for dispensing his services as will insure 
his free and complete exercise of independent medi- 
cal judgment and skill, insure the quality of medical 
care, and avoid the exploitation of his services for 
financial profit. 

c. The medical profession does not concede to a 
third party such as UMWA Welfare and Retirement 
Fund in a medical care program the prerogative of 
passing judgment on the treatment rendered by phy- 
sicians, including the necessity of hospitalization, 
length of stay, and the like. 


3. A fee-for-service method of payment for phy- 
sicians should be maintained except under unusual 
circumstances. These unusual circumstances shall be 
determined to exist only after a conference of the 
liaison committee and the representatives of the 


Fund. 


4. The qualifications of physicians to be on the 
hospital staff and membership on the hospital staffs 
is to be determined solely by local hospital staffs and 
local governing boards of hospitals. 


MEDICAL SOCIETY RESPONSIBILITIES 


1. The members of the medical profession have the re- 
sponsibility for rendering good medical care to all people, 
including beneficiaries of the UMWA Welfare and Retire- 
ment Fund. 

2. Each local medical society, in light of the needs of 
the community, should develop a mechanism for supply- 
ing the Fund Area Medical Administrator with the names 
of physicians desiring to participate in the Fund’s medical 
care program, indicating the field in which each physician 
wishes to practice. 

3. The medical society should create active liaison com- 
mittees with periodic and established times for meetings. 
Medical societies should appoint physicians on these com- 
mittees who are interested in the problems and willing 
to devote time to them. 

4. The liaison committees should be established on a 
county, regional, or state level as may be necessary. Local 
problems should be handled locally and, if not resolved 
there, referred to successively higher levels until they 
have been resolved. 

5. The liaison committee should be charged with the 
prompt and energetic handling of any problem presented 
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to it which has to do with relationships or dealings be- 
tween the medical profession and the Fund. Success in the 
implementation of these Suggested Guides depends in a 
large part upon the performance of the liaison committees. 


6. To protect the Fund and its beneficiaries, the medi- 
cal society should institute, through its liaison committee, 
measures to correct any confirmed abuses called to its 
attention. 


7. A medical society and a liaison committee should not 
engage in unilateral action in any matter which affects 
the relationships between the medical profession and the 
Fund without prior consultation with the Fund representa- 
tives. 

8. When an agreement is drawn up between a medical 
society and the Fund, it should include a provision which 
would permit any portion(s) to be referred to higher 
levels without nullifying the entire agreement. 


9. All controversial matters arising between the UMWA 
Welfare and Retirement Fund and the participating physi- 
cians which cannot be reconciled at the local or state level 
should be promptly referred to the Committee on Medical 
Care for Industrial Workers. This appeal mechanism is 
available to any party concerned. 


FUND RESPONSIBILITIES 


1. The Fund should keep statistical data on medical 
care provided to the beneficiaries by the physicians. The 
Fund should present to the liaison committee any claims 
such as poor medical care, overcharges, and unnecessary 
surgery, with substantiating evidence. 

2. The Fund should utilize the medical society liaison 
committees on medical questions relating to the operation 
of the program. Success in the implementation of these 
Suggested Guides depends largely upon the utilization of 
the liaison committees. 


3. Representatives of the Fund should not engage in uni- 
lateral action in any matter which affects the relation- 
ships between the Fund and the medical profession with- 
out prior consultation with the liaison committee. 

4, Every physician duly licensed by the state to prac- 
tice medicine and surgery should be assumed at the out- 
set to be competent in the field in which he claims to be, 
unless considered otherwise by his peers. 

5. When an agreement is drawn up between a medical 
society and the Fund, it should include a provision which 
would permit any portion(s) to be referred to higher 
levels without nullifying the entire agreement. 

6. All controversial matters arising between the UMWA 
Welfare and Retirement Fund and the participating phy- 
sicians which cannot be reconciled at the local or state 
level should be promptly referred to the Committee on 
Medical Care for Industrial Workers. This appeal mecha- 
nism is available to any party concerned. 


Public Prenatal Care in California 


LACK OF PRENATAL CARE obtained by mothers deliv- 
ered in county hospitals is still a serious public 
health problem in California, associated as it is with 
higher death rates and hospitalization costs for these 
same mothers and their babies. Recent attention was 
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focused on this deficit when California took national 
leadership to explore the prevention of premature 
births which continue to be associated with two- 
thirds of early infant (neonatal) deaths, one-half of 
fetal deaths, much hospitalization of abnormal new- 
borns, and increased numbers of congenital defects, 
cerebral palsy, mental retardation and other long- 
term crippling effects. Since the provision of expen- 
sive incubators, oxygen and specially trained nurses 
to help these small infants survive after birth 
seemed to be reaching a point of diminishing re- 
turns, prevention of premature birth itself appeared 
the most promising approach to significant decrease 
in death and disability in the future. 


During the spring of 1952, the State Department 
of Public Health sponsored two working conferences 
to explore such preventability. The conferees ac- 
knowledged the many complex causes of prematur- 
ity but agreed, as did the World Health Organiza- 
tion’s Expert Committee in 1950, that good prenatal 
(medical, nutritional and social) care was an effec- 
tive preventive measure that should be universally 
applied. They recognized the higher risks of low 
income mothers and babies delivered at county hos- 
pitals and recommended that a detailed study of pub- 
lic prenatal care be made. 


This is a report of such a study conducted during 
1954-56 by the State Department of Public Health 


and the California Conference of Local Health Offi- 
cers. The information was obtained through a per- ° 
sonal visit by a physician and a medical social 
worker from the Department to each local health de- 
partment and county hospital providing prenatal 
care. Details of the methodology are available upon 
request. 


THE PROBLEM 


One of every eight newborns in California is deliv- 
ered in a county hospital, 70 per cent of them in the 
eight largest hospitals. The prematurity rate in 
county hospitals is 50 per cent higher than in pri- 
vate hospitals, the neonatal death rate of infants 
born in county hospitals is 60 per cent higher than 
of infants born in private hospitals and the maternal 
death rate in county hospitals is 200 per cent higher 
than in private hospitals. The estimated cost to county 
government for hospital care of premature infants 
alone is $1,300,000 per year. No attempt was made 
to estimate the considerable cost to counties of other 
preventable maternal and newborn complications 
and deaths. 


PRESENT SERVICES 


Every county makes some provision for prenatal 
medical care of county patients, larger counties 
through special prenatal clinics and smaller counties 
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through care in general clinics or the county physi- 
cian’s office. Such care often falls into the border- 
land between local health departments and county 
hospitals, About 5 per cent of California’s mothers 
receive it largely from local health departments and 
about 5 per cent from county hospitals, although 
there are usually some services from both. The geo- 
graphic distribution of these clinics when considered 
in relation to city, district and private clinics and 
federal hospitals is reasonably satisfactory although 
there remain some areas of the state, predominantly 
rural, where problems of distance and transporta- 
tion have not been solved. 


THE DEFICIT IN QUANTITY 


The actual quantity of prenatal care is difficult to 
estimate since at most clinics such basic information 
as the number of patients seen each year was not 
available. Most county hospital staffs estimated that 
between 10 and 40 per cent of mothers delivered in 
their hospitals had not received any prenatal care. 
Against their recommended 10 to 12 visits per preg- 
nancy, most clinics actually provide between two and 
five visits per birth. 


THE DEFICIT IN QUALITY 


The usual resistance of quality of care to measure- 
ment was but superficially dented in this survey. In 
the absence of current federal or state standards for 
prenatal care, only a few well-established minimum 
criteria, including types and amounts of professional 
personnel, were examined. 


Personnel. The average scheduled physician time 
in specialized prenatal clinics ranged from three to 
45 minutes per visit. In many clinics the physicians 
were predominantly interns and residents with little 
supervision. Obstetricians and general practitioners 
were often not paid for their services. The average 
scheduled nurse time ranged from two to 41 minutes 
per visit. Public health nurses participated in clinics 
in 19 counties. Public health nurses from health de- 
partments visited each mother at home at least once 
in 15 counties. Nutritionists or dietitians partici- 
pated regularly in only five counties but were avail- 
able for consultation in 18. Social workers (profes- 
sional training not specified) participated in clinics 
regularly in 17 counties and were available as con- 
sultants in nine others. 


Procedures. Of the commonly accepted procedures 
in prenatal care only the tests for urinary sugar, 
hemoglobin (one exception), and the legally re- 
quired serology for syphilis were performed at least 
once on all mothers in addition to weight, blood 
pressure and urinary protein (one exception) which 
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were determined on all mothers at each visit. Of the 
93 clinics studied, 61 per cent did not type blood for 
ABO factors, 13 per cent did not type for Rh factor, 
42 per cent did not examine urinary sediment, 35 
per cent did not perform chest x-rays, 30 per cent 
did not measure height, 8 per cent did not measure 
the pelvis. Many clinics tested for urinary sugar at 
each visit and one clinic each reported routine Rh 
titers on Rh negative patients, Rh typing of hus- 
bands of Rh negative patients, tuberculin testing, 
cancer detection smears, pelvic x-rays. Written nurs- 
ing manuals on clinic policies and procedures were 
available in only 15 hospitals and seven health de- 
partments. Special nutritional advice was given in 
31 hospitals and eight health departments, usually 
both verbally and with supporting printed material. 
In one county, all pregnant women were placed on 
diets restricting salt and calories. In only 20 coun- 
ties were there any expectant parents’ classes, many 
of these given by the Red Cross. 


ELIGIBILITY 


Policies determining eligibility of mothers for pre- 
natal care varied considerably. One of the most sig- 
nificant findings was that 40 per cent of the agencies 
responsible for these policies did not have them in 
writing. It was so difficult to define the variations in 
eligibility of legal residents of other counties or 
states that it must suffice here to say that in some 
places the rule of three years in state, one year in 
county is strictly observed and that in others more 
attention is given to the need for care and the likeli- 
hood of county hospital delivery. The factors in- 
volved in determining financial eligibility are as 
complex but a few were identified. A multifactorial 
budget standard, largely the Aid to Needy Children 
budget, was used by 42 per cent of agencies but 58 
per cent did not obtain a medical diagnosis prior to 
eligibility determination so that concurrent disease 
or complications of pregnancy could not be consid- 
ered. Most agencies were less likely to accept a 
mother if she carried any health insurance. She was 
automatically excluded in 20 if she would not waive 
the statute of limitations; in 13, if she would not 
accept a lien on her property; in six, if she sought 
care too early or too late in pregnancy; in five, if 
she were pregnant for the first time; in three, if her 
family income was over a fixed amount; in one, if 
she did not provide blood for the hospital bank. 


LOCAL STUDIES 


The most promising finding of this survey was 
the widespread local interest in improving the pres- 
ent situation. This is demonstrated most effectively 
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in the number of activities initiated since the 1952 
conferences. 

In Alameda County, the four health departments 
cooperated in a study of the fate of mothers refused 
admission to the county hospital’s prenatal clinics, 
and in Los Angeles County General Hospital a sam- 
ple of mothers delivered there was interviewed to 
determine how much prenatal care they actually had 
received and why certain mothers did not obtain 
adequate care. Related studies are in progress or 
completed in Berkeley, Monterey, Richmond, Santa 
Barbara, Santa Clara and Tulare. 

San Bernardino County examined the relationship 
between prematurity in county hospital patients and 
prenatal care, distance between residence and clinic, 
race, marital status and cigarette smoking. In San 
Diego County, the Health Department and the Ma- 
ternal and Neonatal Welfare Committee moved a 
step closer to a better definition of prematurity in- 
corporating length of pregnancy. In San Joaquin 
County, there has been interest in relationships be- 
tween prematurity and maternal nutrition. 


In Alameda, Butte-Glenn, Orange, San Joaquin 
and Yolo Counties and in Long Beach, Pasadena and 
Santa Barbara, new maternal and perinatal study 
groups are active and in mid-1956, the first state 
maternal and perinatal committee was created by 
the California Medical Association. 


NEXT STEPS 


Since this is the first overall picture of public pre- 
natal care in California, it is impossible to say how 
much progress has actually been achieved in the 
past ten or twenty years. It is not a black picture but 
it is certainly not a source of pride to the several 
groups who share responsibility for it. All of the 
studies so far completed point to three major un- 
solved problems: 


1. The problem of inadequate quality of care. 
2. The problem of ineligibility for care. 
3. The problem of unsought care. 


They document the deficit in prenatal care re- 
ceived by mothers from low income families and in- 
dicate that much public prenatal care falls short of 
criteria for good care and that present eligibility 
policies, many of which are unwritten, vary widely 
and sometimes unfairly. 

The causes and solutions of these problems are not 
simple. Representatives from the California Confer- 
ence of Local Health Officers, the California Hospital 
Association, the California Medical Association, the 
California Osteopathic Association, the California 
Academy of General Practice, the California League 
for Nursing, the medical schools, the School of Pub- 
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lic Health, and the State Departments of Education, 
Mental Hygiene, Social Welfare meeting in Septem- 
ber as the State Advisory Committee on Maternal 
and Child Health discussed them in detail. They 
made several specific recommendations, chief among 
them the following: 


1. That first attention be given to the problem of 
inadequate quality of care and that the State Depart- 
ment of Public Health develop in cooperation with 
the above groups standards and recommendations 
for good prenatal care, and provide consultant teams 
to local agencies seeking to improve their services. 

2. That all eligibility policies be written and be 
made known to all community agencies and profes- 
sional personnel who also serve these families, and 
that consideration be given to the development of 
statewide basic policies of eligibility for prenatal 


VOL. 87, NO. 3 > SEPTEMBER 1957 


care and for hospitalization for complications of 
pregnancy. 

3. That local health departments find out, if they 
do not already know, the extent of the deficit of 
prenatal care in their communities and the reasons 
why certain mothers either do not seek or do not 
obtain adequate care, and use the facts to plan ap- 
propriate improvement of local prenatal care. 

The State Department of Public Health is acting 
upon these recommendations in cooperation with the 
above groups, the Association of County Super- 
visors, the County Welfare Directors’ Association 
and the Governor’s Advisory Committee on Children 
and Youth and offers its resources to any local 
agency in the state interested in improving the health 
and welfare of this large group of mothers and 


babies. 





THE PHYSICIAN'S Cookshelf- 


PRINCIPLES OF UROLOGY—An Introductory Text- 
book to the Diseases of the Urogenital Tract—Meredith 
F. Campbell, M.S., M.D., F.A.C.S., Emeritus Professor of 
Urology, New York University. W. B. Saunders Company, 
Philadelphia, 1957. 622 pages, 319 figures, $9.50. 


This is probably the best one-volume textbook on urology 
that has appeared in recent years. Though intended primarily 
for the student and general practitioner, it offers much of 
value even to the specialist in the field. The author is well 
known for his Pediatric Urology and as editor of the monu- 
mental 3-volume Urology which appeared in 1954. Possibly 
the reputation gained from these works lends a note of 
authority to this one. 

It is a much more complete treatise than the several 
student manuals of which we have seen almost too many. 
This completeness is quite impressive, though there is no 
attempt to give any detailed technical instructions about 
any but the most simple diagnostic and therapeutic pro- 
cedures. This is part of the author’s design, for the book is 
intended to furnish an adequate basic concept of urology, 
without attempting to invade the field properly limited to 
the specialist. 

There is a 90-page chapter on embryology and anomalies 
that is of unusual interest. This he justifies by the opening 
statement that “more than 10 per cent of all humans are 
born with some urogenital anomaly.” Few doctors realize 
the importance of this fact. The chapter also includes a sec- 
tion on the undescended testicle that should be read by 
every pediatrician. 

All the usual subjects are covered, including injuries, 
obstructions, infections, calculus disease, and tumors, as well 
as methods of history taking and examination. An unusual 
innovation is a section on semantics and word usage, with 
a syllabus of urologic terms. There are also included dis- 
cussions of most of the less common conditions. Notable 
among these are the endocrine disorders and neuromuscular 
dysfunction of the bladder, One of the best chapters is the 
one on the adrenals, a subject largely ignored in many 
texts, and one of increasing interest and importance. 

Not all urologists will agree with all of his opinions. He 
has an obvious prejudice against transurethral prostatec- 
tomy, which he considers of limited value and an operation 
“only for expert experienced hands.” This position may, 
after all, have a healthy effect in warning against the un- 
warranted idea that the transurethral approach is always 
the best method of prostatic surgery. His implied preference 
for the suprapubic route reflects the influence of Keyes and 
the Bellevue Hospital. He even quotes Keyes’ old aphorism, 
“Fewer perineals die, but fewer suprapubics wish they were 
dead.” The retropubic operation receives little attention. 

The book has a generally conservative tone, as compared 
to the tendency toward radicalism often seen. He refers to 
the radical cystectomy as a “slaughterhouse procedure” and 
doubts that many of the operators would permit the opera- 
tion on themselves. 
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Principles of Urology by Campbell is to be strongly recom- 
mended. Even the specialist will find much of enlightenment, 
some things to argue about, and a lot of common sense. The 
nonspecialist will find a good concentrated basic knowledge 
of the field, and a thoroughly modern conservative approach 
to therapy. Most important to him is that there is no propa- 
ganda for ultraradical procedures, the value of which is 
debatable, and for which the decision should never be made 
by one not thoroughly familiar with the subject. Buy the 
book. 


* * * 


CLINICAL CARDIOPULMONARY PHYSIOLOGY — 
Sponsored by the American College of Chest Physicians— 
Edited by Burgess L. Gordon, M.D. Grune and Stratton, 
New York, 1957. 759 pages, $15.75. 


This large volume, which was sponsored by the American 
College of Chest Physicians, is an attempt to present the 
clinical physiology of the lungs and heart and the applica- 
tion of this to clinical disease states. What has resulted from 
this attempt is not so much an integrated textbook as a set 
of articles by various authors on various segments of this 
field. 

The book can be divided roughly into sections on pul- 
monary physiology and testing procedures, clinical pulmon- 
ary disease and cardiovascular disease. Most of the chapters 
are well written and present their subjects in a reasonably 
comprehensive manner. Many contain valuable personal 
laboratory, diagnostic, and therapeutic experiences of the 
author. Each is followed by an up to date and usually ex- 
tensive list of pertinent references. Some chapters stand out 
in the combining of basic physiological thinking with 
clinical and therapeutic approaches to clinical problems. 
Examples are those on bronchial asthma, emphysema, and 
acquired valvular heart disease. Not all are so good. For 
example, the chapter on normal pulmonary physiology does 
not live up to its stated purpose of providing a background 
for discussing fundamental disturbances in that it devotes 
too much space to pulmonary function tests and not enough 
to basic physiology. Another example is the section on car- 
diac catheterization which is sketchy and places an improper 
emphasis on arterial catheterization. The weaker chapters 
do not, however, detract too greatly from the overall value 
of the book because as pointed out above each is virtually 
an independent article on its own subject and can be read 
as such. 

In general the book quite well fulfills its stated purpose, 
that of bringing together into one volume a large amount of 
material bearing on the physiological and clinical aspects of 
heart and lung disease. It is a volume which should be of 
definite value to the clinician who deals with pulmonary 
problems, and which should be added to any cardiopulmon- 
ary library. 


F, L. Ecprince, M.D. 
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